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Abstract
Accountability is an important process and outcome for government organizations, private 
businesses and civil society who work within a democratic society.  Accountability involves 
individuals and institutional stakeholders answering to others empowered with authority to 
assess how well they achieve specific goals and to enforce policies, standards or laws to 
improve desirable actions and outcomes.  It is a related but distinct concept from 
responsibility whereby individuals, government agencies, organizations or businesses 
acknowledge and act on their commitments and obligations based on societal expectations, 
moral and/or legal standards. 
This body of PhD research undertook five studies described in eight publications, (six of 
which have been published in high impact-factor peer-reviewed journals), to investigate 
various dimensions of institutional accountability, and the processes and mechanisms 
required to create and promote healthy food environments.  The research explores who is 
accountable to whom, for what and why, at the global level and within two national contexts, 
the United States (US) and England. 
The first study reviewed 10 databases where 26 eligible resources were selected and reviewed 
and the guiding principles of 15 interdisciplinary accountability frameworks related to 
institutional performance. The results were used to construct a four-step accountability 
framework (i.e., take account, share the account, hold to account and respond to the account) 
to promote healthy food environments.  The literature review suggests that step 3 (holding to 
account) that involves enforcement, using legal or other sanctions, policies tends to be the 
weakest part of the accountability cycle.  This framework can be used by national 
8
 
governments and other stakeholders to promote healthy food environments within a broader 
government-led strategy to address obesity and diet-related non-communicable diseases.
The second study examined the partnerships of 15 transnational food, beverage and quick-
serve restaurant companies, including The Coca-Cola Company, PepsiCo, Kraft, Nestle 
McDonald’s Corporation and Yum! Brands with United Nations (UN) System organizations
(i.e., WHO, UNICEF and the World Food Programme) to address global nutrition challenges.  
The study reviewed the voluntarily signatory status of 15 companies to the UN Global 
Compact, a voluntary corporate citizenship program designed to encourage businesses to 
adhere to 10 best-practices principles for upholding human rights, labor, environmental and 
anti-corruption.  The study found that only seven of 15 companies were signatories to the UN 
Global Compact and concluded that the Compact should be amended to contain clearer 
principles that support nutrition, consumer health and wellness.  Global food companies 
should be held accountable for the products they market and manufacture and their collective 
policies and actions to prevent and mitigate undernutrition, obesity and diet-related non-
communicable diseases.
The third study examined the circumstances under which public-interest, non-governmental 
organizations could partner with global food, beverage and restaurant companies to address 
undernutrition, obesity and diet-related non-communicable diseases.  This study reviewed the 
available literature on public-private partnerships and describes examples of three types of 
partnerships (e.g., philanthropic, transactional and transformative) underway in various 
contexts. Informed by the literature and current practice, a six-step, benefit-risk, decision-
making pathway tool was developed to assess partnership opportunities, benefits and 
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challenges and guide engagement decisions on creating partnerships to address the double 
burden of malnutrition globally.  
The fourth study evaluated the progress of industry stakeholders, government and schools to 
achieve 10 recommendations to promote a healthy diet for American children and adolescents 
over five years (December 2005 – January 2011) in response to rising obesity rates.  
The recommendations were issued by an expert committee appointed by the Institute of 
Medicine of the National Academies, as requested by the US Congress. The study used the 
LEAD (locate, evaluate and assemble evidence to inform decisions) framework to select and 
categorize 117 data sources to evaluate industry progress and 80 data sources to identify 
government and school progress towards promoting a healthy diet and healthy food 
environments. 
The study concluded that the current media and marketing environments continued to 
threaten children’s and adolescents’ diets and health, and that the food industry could be 
more accountable by strengthening self-regulatory efforts, supporting truthful and non-
misleading product labelling and health claims, engaging in supportive partnerships, and 
funding independent evaluations of their efforts.  The study also concluded that the US 
government could improve accountability structures by using all of the available policy tools, 
including incentives and disincentives, education, legislation, regulation and even legal 
actions; and that schools could be more accountable by engaging parents more effectively 
around healthy diets, promoting national nutrition standards and guidelines, requiring 
mandatory reporting of wellness policies, and evaluating their collective efforts.
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The fifth study explored how selected policy elites in England view the United Kingdom 
(UK) Coalition Government’s use of voluntary partnerships with the food industry to 
promote healthy food environments through the Public Health Responsibility Deal Food 
Network that was launched in March 2011 to address unhealthy food environments.  
The UK Coalition Government invited representatives of food industry sectors to sign on to 
voluntary pledges to reduce trans fats, salt and energy in the food supply; to promote out-of-
home calorie labelling in restaurants and catering establishments; to create a supportive 
environment for fruit and vegetable promotion; and to rebalance advertising and marketing
practices that favor healthier food and drink choices. 
This study used Q methodology to explore stakeholders’ views and identified three distinct 
viewpoints about responsibility and accountability for food environments among selected 
policy elites in England (n=27) and the co-investigators in Australia (n=4).  Factor analysis 
yielded three viewpoints that emphasized different responsibility priorities for government, 
industry and individuals and substantial variation in how the policy elites viewed 
responsibility and the accountability gaps to address obesity and unhealthy food 
environments.  
Viewpoint1 food environment protectors (n=17, mainly public health experts) emphasized 
government responsibility to address unhealthy food environments if nudge and voluntary 
partnerships are ineffective.  Viewpoint 2 partnership pioneers (n=12, mainly food industry 
people involved with the Partnership Deal) recognized government-industry partnerships as 
legitimate and necessary to address unhealthy food environments.  Viewpoint 3 commercial 
market defenders (n=1) emphasized individual responsibility for food choices and rejected 
any type of government intervention to improve food environments.  
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The partnership pioneer viewpoint occupied the middle ground but for this to be more widely 
accepted by the other polar viewpoints, the clear common ground (the desire for all parties to 
protect children from unhealthy food marketing and that the food industry is changeable) will
need to become the starting point for a mutual dialogue.  Moreover, creating a culture to build 
trust and accountability structures is needed to navigate the differences among the viewpoints 
(especially in the definitions and responsibilities for healthy diets) so that constructive joint 
actions can be taken by all stakeholders. 
It is anticipated that the findings of these five studies, described in eight publications PhD 
publications, will illuminate existing institutional accountability gaps for food environments.
The results may sensitize and potentially mobilize various actors to strengthen accountability 
structures, especially for voluntary partnerships, which are being used to address 
undernutrition, obesity and diet-related non-communicable diseases (NCDs). Greater 
attention to accountability can promote healthy food environments for all people at national, 
regional and global levels. The timing for this work is strategic as national governments and 
UN System organizations tackle how to best engage private-sector entities and civil society
groups effectively to improve diets and food environments.
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Chapter 1: Introduction
“To let oneself be bound by a duty from the moment you see it is part of the integrity that alone justifies 
responsibility.” 
Dag Hammerskjöld, UN Secretary General, 1953 - 1961
“The private sector is the elephant in the nutrition room. Ignore it, shoot it, lock it up, or ride it.  
You choose.”
David Nabarro, Coordinator, UN System’s High-Level Task Force 
on the 2008-2010 Global Food Security Crisis, June 2013
1.1 Background and rationale for the research
A majority of contemporary public health nutrition challenges that affect a large proportion of 
the world’s seven billion people—ranging from undernutrition, overweight and obesity, and 
lifestyle-related non-communicable diseases (NCDs)—are complex, multidimensional and 
intergenerational. A nexus of environmental factors place children and adolescents on a life 
trajectory that can adversely affect their long-term prospects as adults, including their 
educational achievements, their health and quality of life, their ability to raise healthy families, 
and their future workplace productivity.
More than 50 years ago, the former Swedish United Nations (UN) Secretary General, Dag 
Hammerskjöld, expressed that responsibility, whether personal or collective, involves integrity
from the start when one sees social challenges.  National governments have an unprecedented 
opportunity to demonstrate integrity and leadership to boldly create meaningful changes in food 
environments to address malnutrition in all of its forms. A more contemporary and pragmatic 
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view is expressed by David Nabarrro, Coordinator for the UN System’s High-Level Task Force 
on the Global Food Security Crisis. Is it possible to resolve the tensions and find a comfortable 
medium between these two different ideological views?
1.2 Research question, context, scope and contribution
The primary question driving this PhD research is “What accountability processes and 
mechanisms are needed to ensure that the policies and actions of the global food industry will 
promote and not undermine healthy food and eating environments?” This question is salient and 
timely.  Over the past few decades, evidence suggests that many corporate practices adopted by 
the food industry have produced both positive and negative effects, and continue to profoundly
influence the dietary behaviors and health outcomes of populations worldwide.
On the one hand, food manufacturers, food retailers and quick-serve restaurant (QSR) companies 
have created an abundant, affordable and safe food supply, which are positive actions. However, 
an unintended consequence is the widespread production and promotion of energy-dense and 
nutrient-poor food and beverage products that are a major driver of the obesity pandemic and 
diet-related NCDs in many countries where they conduct business.  Although recent encouraging 
steps are being taken by global food industry stakeholders to take responsibility and create the 
public perception of “contributing to the solution,” existing evaluations suggest that only 
incremental positive changes have been achieved to improve the healthfulness of food 
environments worldwide.  The availability of inexpensive processed foods in low- and middle-
income countries (LMICs) is a contributing factor to rising rates of obesity and diet-related 
NCDs in predominantly unregulated food environments.
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1. 3 Thesis structure
The eight publications in this PhD thesis examine the principles of responsibility and 
accountability at the transnational level and national level in two countries, the United States and 
England.  Taken together, these publications make a substantial contribution to:
(1) develop theory about accountability related to food environments;
(2) address knowledge gaps in the existing literature regarding the potential benefits, risks and 
accountability gaps for national governments and UN System organizations using voluntary 
partnerships as a major intervention to promote healthy food environments; and 
(3) inform future policy, practice and research related to healthy food environments.
The research was conducted in the US and England, and also relied upon secondary sources to 
assess trends in voluntary approaches at the global level.  
Chapter 2 provides a review of the literature relevant to the research question. Chapter 3 
describes the research approach, including the theoretical frameworks and justification for using 
a mixed-methods research approach for the five studies.  Chapter 4 provides a background to 
publication 1, which examines the interdisciplinary literature to inform the development of an
accountability framework that national governments and other stakeholders can use to promote 
and not undermine healthy food and eating environments. 
Chapter 5 provides a background to understand the purpose, nature and structure of public-
private partnerships (PPPs), which are explored in greater depth in publications 2 and 3.  These 
papers review complementary literature streams about global governance for health, voluntary
partnership approaches, and corporate social responsibility initiatives.
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These publications also examine the potential benefits and risks of voluntary partnerships 
involving global food, beverage and restaurant companies, governments, UN System 
organizations, and international public interest NGOs (PINGOs) to address nutrition-related 
challenges ranging from undernutrition to obesity and diet-related NCDs.  
Chapter 6 provides a background to publications 4 through 7 that examine government and 
corporate accountability in the US context to promote a healthful diet and healthy food and 
eating environments for American children and adolescents.  Chapter 7 describes a Q 
methodology study that empirically explored diverse stakeholders’ views about responsibility 
and accountability for improving the healthfulness of food environments in England through the 
2011 Public Health Responsibility Deal Food Network, which involves the government engaging 
with food industry sectors through voluntary partnerships to produce positive changes.
Chapter 8 summarizes the key findings from these publications and provides conclusions drawn 
from the five studies.
The final sections include both background text references (signified by numbers in parentheses) 
and the publication references (signified by numbers without parentheses) for each of the 
chapters.  Appendixes A through G include a copy of the consent form, demographic 
questionnaire, and other forms administered to participants who were involved in the Q 
methodology study on accountability for healthy food and eating environments that was 
conducted in England. 
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Chapter 2: Literature review
“When standards are not legalized, we would expect accountability to operate chiefly through 
reputation and peer pressure, rather than in more formal ways.”
Grant and Keohane. Accountability and abuses of power in world 
politics. Am Polit Sci Rev 2005;99:35.
2.1 Public health nutrition challenges 
This review examines the nature, scope and costs associated with diet-related public health 
nutrition challenges at the global level and in the United States (US) and England.  I describe 
current food environment challenges and promising population-based approaches to reduce both 
nutrients and foods of concern linked to an unhealthy diet and to increase desirable nutrients and 
food groups to encourage a healthy diet. 
This review also describes the rationale for, and examples of, voluntary alliances initiated by 
food industry stakeholders as well as multisectoral public-private partnerships involving food 
industry sectors, national governments and NGOs to accelerate global and national progress to 
meet specific food environment goals that address obesity and diet-related NCDs. 
This background sets the stage to explore the literature concerning responsibility and 
accountability to create healthy food environments.  The issues examined in this literature review 
are the starting point for my PhD investigation and the publications in this dissertation.   
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2.2 Food environments
Food environments are conceptualized and interpreted in different ways.  Emerging empirical 
research suggests that food environments influence the dietary preferences, choices, diet quality
and eating behaviors of individuals and populations.1-8 Research on food environments or 
foodscapes emphasizes mapping, measuring, monitoring and modifying food environments to 
support a healthy diet and healthy lifestyles at global, national and local levels.1-8
Published research emphasizes developing methodological approaches to measure and describe 
different aspects of food environments (e.g., retail outlets, restaurant sector, schools and 
worksites); operationalizing and validating measures of food accessibility, availability and 
affordability using specific data sources (e.g., food supply data, menus, retail sales receipts and 
universal product codes); and tools (i.e., checklists, inventories, questionnaires, surveys and 
market baskets).8-10
Recent international multi-country collaborations are developing standard methods to categorize 
and analyze the nutrient content of processed foods to inform both government and food industry 
efforts to improve the nutrient profiles of food product portfolios within and across different 
countries and regions.11,12 Newer analytic approaches13,14 underscore the importance of 
characterizing nutrients, such as energy and sodium, according to purchase location and food 
sources to inform more effective food and nutrition policies to target specific population needs. 
Despite the growing literature about food environments over the past decade, there has been 
limited attention until the recent effort by the WHO to delineate roles and responsibilities and to 
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develop a comprehensive set of specific policies, actions and voluntary global indicators and 
targets for various public- and private-sector stakeholders to promote and sustain healthy food 
environments for populations at the global, regional and national levels to prevent and manage 
NCDs.15 As Fuchs et al. (2011)16 note, ‘The private governance of agrifood systems leads to the 
development of rules, standards and guidelines that are adopted and implemented by a narrow 
group of actors who can impact many other actors across diverse and geographic dispersed 
locations in very complex ways.’ This is an important area of emerging research that deserves 
further exploration to inform food and nutrition policies and programs.
2.2.1 Healthy food environments and food systems
In this paper, healthy food environments are defined as the collective economic, policy and 
sociocultural conditions and opportunities and the physical sectors (i.e., macro, meso and micro) 
and settings (i.e., home, schools, worksite, food retail outlets) that provide people with easy 
access to affordable foods and beverages that support a healthy diet and healthy weight to 
prevent obesity and diet-related NCDs (Figure 2.1).5-8
This definition for food environments is distinct from the concept of a food system, which
involves a set of integrated activities and processes that provide food and nutrients for sustaining 
population health.17 A food system encompasses the growing, harvesting, processing, 
packaging, transporting, marketing, consuming and disposal of food— all of which are necessary 
to understand the influencing social, economic and environmental factors that shape the food 
security of populations. 17 A sustainable food system is “fair and healthy for people and their 
environment” and involves addressing issues that are beyond the scope of this review including: 
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environmental limits (i.e., resource scarcity and climate change effects); societal issues (i.e., 
social justice, equity and social well-being); and economic consequences (i.e., fluctuating food 
prices).18,19
A healthy diet aligns with national dietary guidelines recommended by authoritative bodies 
through expert reports that encourage a variety of nutrient-dense foods to improve access to 
shortfall nutrients (e.g., potassium and dietary fiber) and food groups (e.g., fruits and vegetables, 
whole grains) and access to nutrition information (e.g., out-of-home and front-of-package [FOP] 
calorie labeling)20 to help people maintain a healthy weight in order to prevent obesity and diet-
related NCDs.21-35  
2.2.2 Unhealthy food environments
Unhealthy food environments are called obesogenic36 or toxic37 because they are linked to poorer 
health outcomes and produce detrimental impacts on population health.  An unhealthy diet 
promotes energy-dense and nutrient-poor choices that lead to the excessive consumption of 
nutrients of concern including: trans fatty acids (TFA), salt, and calories from solid fats, alcohol
and added sugars (SoFAAS).21,38-41 Unhealthy food environments drive the three major NCDs 
that contribute to premature global morbidity and mortality (Figure 2.1).42 In 2010, seven of the 
top 20 deaths and disabilities worldwide were related to poor diet43 and excessive salt 
consumption and inadequate fruit and vegetable intake (along with physical inactivity) 
contributed to 10 percent of the global burden of disease.44
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Figure 2.1 Risk factors* for major NCDs that contribute to global morbidity and mortality rates
*Unhealthy diet and physical inactivity are linked to three of the four major NCDs.
Sources: references 15 and 42. 
The WHO has established dietary guidelines and targets (Figure 2.2) that have been adapted to 
the national context, for example, by other expert bodies in the US and the UK (Figure 2.3) to 
eliminate artificial TFAs, and to reduce salt and solid fats, alcohol and added sugars (SoFAAS)
in the food supply to recommended levels. Specific guidelines are also recommended to promote 
fruits, vegetables, whole grains and dietary fiber; develop and encourage easy-to-understand, 
FOP food labelling and out-of-home, restaurant menu labelling systems to inform consumers’ 
purchases and catalyze food industry product reformulation; and to reduce the marketing of 
unhealthy foods and non-alcoholic beverages to children and adolescents.45-47
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2.3 Nature, scope and expense of diet-related public health nutrition challenges 
2.3.1 Global context
Malnutrition in all its forms – including undernutrition, micronutrient deficiencies, and 
overweight and obesity – place substantial economic and social burdens on countries at all 
income levels.  The UN Food and Agriculture Organization (FAO) estimates that 12.5 percent of 
the world’s population (868 million people) consumes insufficient energy, more than a quarter 
(26 percent) of the world’s children are stunted, and 2 billion people have one or more 
micronutrient deficiencies.  People living in low and middle-income countries (LMICs) often 
experience several types of malnutrition coexisting in the same household or individual.48   
At the other end of the global nutrition spectrum, poor-quality diet and sedentary lifestyles have 
contributed to rising rates of overweight and obesity worldwide.  An estimated 43 million 
preschoolers under 5 years49 and 155 to 200 million school-aged children50 are overweight or 
obese.  More than 25 percent of all children and adolescents, ages 5 to 17 years, in several high 
and middle-income countries including Greece, US, Italy, Mexico, Portugal, New Zealand, 
Chile, Canada and Spain are overweight or obese.51,52  Between 1980 and 2008, adult obesity 
prevalence nearly doubled.53 By 2008, 1.46 billion adult men and women worldwide were 
overweight (body mass index [BMI] > 25 kg/m2) and 502 million of these adults were obese 
(BMI > 25 kg/m2).54
Obesity drives diet-related NCDs that contribute to two-thirds of the 57 million global deaths, 
and nearly 80 percent of NCDs occur in LMICs.42,55  The number of people with diabetes 
worldwide, of which 90 percent is type 2 diabetes related to obesity, is projected to increase from 
 65
366 million in 2011 to 552 million by 203056 costing more than US $471 billion annually.57
Annual cancer deaths are predicted to rise from 7.6 million in 2008 to 13 million by 2030,53 yet 
one third of many types of cancer could be prevented if people consumed a healthy diet, engaged 
in regular physical activity and maintained a healthy weight.22 Annual cardiovascular disease 
(CVD)-related deaths, especially heart attacks and stroke, account for more than 25 percent of 
adult deaths in affluent countries, and 20 percent of adult deaths in LMICs are projected to 
increase from 17 million in 2008 to 25 million by 2030.53,58
2.3.2 US obesity and NCD challenge
One third (31.9 percent) of American children and adolescents, ages 2 to 19 years, are 
overweight (15 percent) or obese (16.9 percent)†59 and more than two-thirds (68 percent) of 
American adults are overweight or obese.60,61 By 2030, 86.3 percent of adults are projected to be 
overweight or obese.62 By 2048, it is projected that all US adults will be overweight or obese 
and childhood obesity rates will double from the current rate.62 Between 1995 and 2000, the 
prevalence of diagnosed type 2 diabetes rates have increased by 50 percent or more in 42 of the 
50 states and by 100 percent in 18 states.63
2.3.3 England’s obesity and NCD challenge
In England, the National Health Survey 2010 data reflect an obesity prevalence of 24.5 percent 
for adults (ages 16 years and older) and about 10 percent of boys and girls (ages 4-5 years) are 
                                                          
† For US children and adolescents, a BMI-for-age between the 5th to the 85th represents healthy weight; a BMI-for-
age from the 85th up to the 95th percentile represents overweight; and a BMI-for-age at or above the 95th percentile 
represents obese (Ogden et al., 2012).
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obese.‡64 At the end of primary school, about one third (33.4 percent) of children ages 10 to 11 
years, are estimated to be overweight or obese.65 A recent time-trends study showed that 
between 2000 and 2009, hospital admission rates for 5–19 year olds in England increased more 
than four-fold for total obesity-related diagnoses.66 By 2050, obesity rates in England are 
projected to affect 60 percent of adult men, 50 percent of adult women and 25 percent of 
children.67
Poor health among UK citizens is an expensive challenge for the government to tackle on its 
own. In 2006-WKH1DWLRQDO+HDOWK6HUYLFHVSHQWǧELOOLRQIRUSRRUGLHWDQGǧ billion 
annually for overweight68 WKDWLQFUHDVHGWRǧELOOLRQLQ69 DQGLVSURMHFWHGWRUHDFKǧ
billion annually by 205070 affecting 60 percent of adult men, 50 percent of adult women and 25 
percent of children.  While England’s CVD incidence and mortality rates have progressively 
declined from the 1970s to 2010,71 it is still the main cause of death, and obesity-related heart
diseases and type 2 diabetes remain the leading causes of morbidity and mortality, especially 
among ethnically diverse and socially deprived citizens.71-73
2.4 Progress to achieve recommended dietary targets and improve food environments
In May 2013, an omnibus resolution was approved by 194 Member States at the 66th World 
Health Assembly that addressed the commitments made in the Political Declaration on the 
Prevention and Control of NCDs15 to: 
(1) support the WHO’s 2013–2020 global action plan to prevent and control NCDs; 
(2) adopt the proposed global monitoring framework for NCDs; and
                                                          
‡ For British children, the BMI-for-age cut-offs are similar to the US children except for a BMI-for-age between the 2nd and 85th
percentile represents healthy weight (National Health Service 2010).
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(3) develop a global coordination mechanism by the end of 2013 to coordinate activities and 
promote engagement through collaborative partnerships among government agencies, civil 
society and the private sector to meet nine voluntary targets and 25 indicators to reduce NCDs by 
25 percent by 2025. 
The coordinating mechanism is a way to explicitly address accountability by advising national 
governments to ensure appropriate institutional, legal, financial and service arrangements to 
prevent and control NCDs and to report on progress to implement the action plan in 2016, 2018 
and 2012 to reach the nine global targets.15
2.5 Food-industry sector response: voluntary initiatives to promote healthy lifestyles
Global food, beverage and restaurant companies want to be recognized as legitimate partners 
who bring unique skills, assets and resources to address global nutrition challenges. Many 
companies are actively partnering with donors, private foundations, governments and NGOs who 
are collaborating with them on nutrition and health issues despite concerns raised by some civil 
society and public-health advocacy groups.  
In response to the growing public awareness about the food industry’s contribution to rising 
obesity and NCD rates, many food industry stakeholders have made voluntary pledges and 
public commitments at global, regional and national levels to change marketing practices and to 
mitigate the impact of certain products that do not meet healthy standards.  Pledges vary by 
country and have involved developing and promoting ‘better for you’ versions of products with 
healthier nutrient profiles through new product development and reformulation; improving food 
 68
labelling schemes and programs; providing nutrition information to consumers to inform 
healthier choices in the marketplace; engaging in more responsible advertising and marketing 
practices to reach children and adolescents; and forging partnerships and alliances to promote 
healthy lifestyles.  Many companies or industry trade bodies have been proactive to propose their 
own standards or guidelines rather than to wait for or accept government or public-interest NGO 
guidelines.  
The next sections summarize progress made at the global level, in the US and England to 
implement the food environment goals and targets recommended by the WHO and other norm-
setting institutions, including the US Department of Health and Human Services (HHS), US 
Department of Agriculture (USDA); and the UK National Institute for Health and Care 
Excellence (NICE) in England. 
2.5.1 Global initiatives
In 2008, the chief executive officers of 10 leading global food and beverage manufacturers 
(representing an estimated $350 billion in annual revenues) formed the International Food and 
Beverage Alliance (IFBA) and committed to five public pledges aligned with the WHO’s 2004 
Global Strategy on Diet, Physical Activity and Health.74 The businesses included: The Coca 
Cola Company, Ferrero, General Mills, Grupo Bimbo, Kellogg’s, Mondelez International 
(formerly Kraft Foods Global), Mars, Nestle, PepsiCo and Unilever. 
One analysis suggests that these 10 companies represent only about 15.2 percent of global food 
sales (each company contributing less than 3.3 percent) 52.3 percent of soft drink beverage sales 
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with Coca Cola (25.9 percent) and PepsiCo (11.5 percent) representing the largest share of global 
soda revenues.75 It has been suggested that the voluntary pledges made by these leading global 
food and beverage manufacturing firms may have limited impact unless other small- and 
medium-sized food industry enterprises join them to substantially improve food environments 
and consumers’ health worldwide.75
IFBA pledged to (1) reformulate products and develop new products to improve diets; 
(2) provide understandable information to all consumers; (3) extend responsible advertising and 
marketing to children’s initiatives globally; (4) raise awareness about balanced diets and 
increasing physical activity levels; and (5) actively support public-private partnerships through 
WHO’s Global Strategy.76  From 2008–2013, several progress reports were released of IFBA’s 
self-reported pledge progress76,77 but no independent evaluations are yet available. 
Individual food manufacturers that have a significant transnational presence, such as Coca Cola, 
PepsiCo and Kraft Foods, have made both collective and company-specific voluntary pledges to 
improve their product portfolios and marketing practices to address obesity and improve food 
environments.78-80 Other global food-industry sectors (e.g., restaurant and catering, and trade 
associations) have not been as proactive in making global commitments to healthy lifestyles as 
have these major food manufacturers.  
2.5.2 Transnational regional initiatives
The European Union (EU) Platform for Action on Diet, Physical Activity and Health was 
initiated in 2005 to address healthy lifestyles through voluntary pledges across several EU 
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countries.  Between 2005 and 2012, commitments were launched for six areas including: 
advocacy and information exchange; improving marketing and advertising practices; improving 
food composition, expanding healthy products and portion sizes; expanding consumer 
information (i.e., food labeling); education and lifestyle modification; and physical activity 
promotion.81 Many global food companies and other food industry sectors (restaurants and 
catering, and industry trade associations) participated in these pledges, and there have been 
independent evaluations conducted of progress and lesson learned using a voluntary partnership 
approach across the sectors to improve food environments.81,82
Another example of a regional food industry initiative is an alliance forged between Nestle and 
General Mills’ in 2009 through the Cereal Partnership, which pledged to reformulate ready-to-
eat breakfast cereals to reduce salt and sugar and increase fiber in regions where these companies 
market these products.83 The Pan American Health Organization’s/WHO’s Task Force for a 
Trans-Fat Free Americas is a third example of a voluntary partnership established in 2007 to 
identify practical ways to phase out TFAs from the food supplies of Latin American and 
Caribbean countries using regulatory and voluntary actions and to replace TFAs with healthier  
fats.84 Evaluations of these initiatives are underway. 
2.6 Progress to improve food environments for selected issues
This next section summarizes findings from the general literature about global progress, and in 
two countries (US and England) to eliminate TFAs from the food supply; reduce salt, total 
energy; expand out-of-home FOP food labelling; and decrease the marketing of unhealthy foods 
and non-alcoholic beverages (high in salt, sugar and fat) to children and adolescents.  
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2.6.1 Progress to eliminate TFAs from the food supply
The consumption of artificial TFAs, including those found in partially hydrogenated 
vegetable oils, are associated with an increased risk of CHD such as myocardial 
infarction and coronary artery disease.23,24 There are no known benefits of industrial 
TFAs and a decrease of 4.5 g TFAs per person/day could prevent approximately 30,000 
to 130,000 coronary heart disease events annually.85 In 2009, a WHO scientific 
committee recommended the ‘virtual elimination’ of TFAs from all food supplies23 that 
replaced the 2003 joint WHO and FAO report recommendation for population intakes of 
industrially produced TFAs to be reduced to less than 1 percent of total calories per 
person/day.21
A recent review of global progress for the effectiveness of national, state and municipal 
efforts (including mandatory food labelling and industry self-regulation) to reduce TFAs 
in the food supply found that national bans (e.g., enacted in Denmark, Austria, 
Switzerland and Iceland) and other statutory measures (e.g., mandatory food labelling) 
were more successful than voluntary measures, although there was varying success
depending on food categories. The authors concluded that policies aimed at eliminating 
TFAs were feasible without increasing total dietary fat, and would be able to 
significantly impact on public health outcomes.86 Several western European countries 
(e.g., France, Germany and the UK) have made progress to reduce TFAs to less than 1 
percent of total daily calories, compared to southern European countries (e.g., Croatia 
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and Serbia) and regions (e.g., Southeast Asia) where TFAs in the food supply may 
comprise up to 40 percent of fat and present a substantial CVD risk.87-89 
More work is needed to systematically collect information about the extent of TFA 
consumption worldwide as industry sectors make changes to product portfolios, as well 
as the effectiveness of various voluntary and statutory efforts at national and regional 
levels to eliminate TFAs from food supplies and replace it with polyunsaturated fats as 
recommended by the WHO.23,86 
US TFA-elimination progress 
Monitoring the US food supply over time has shown that combined policy interventions 
(i.e., food industry’s voluntary product reformulation coupled with government-
mandated food labelling) has increased consumers’ awareness about the risks of dietary 
TFAs. Voluntary industry product reformulation has reduced TFA intake from 4.6 g per 
person/day to 1.3 g per person/day by 2009.90 Evaluations reveal that some US snack 
food manufacturers have substituted healthy fats for TFAs in chips (crisps) but not all 
types of cookies (biscuits).91 The pre- and post-TFA monitoring in chain restaurant 
meals in New York City, where TFAs were banned to less than 0.5 g per serving in 
2006, showed substantial declines92,93 compared to other US cities where no bans or 
legislation was enacted to establish mandatory food labeling standards.
A more recent study examined US food manufacturers’ product reformulation from 
2007 to 2011, which documented a reduction of TFA in 178 (66 percent) of 270 
products, and found that most reformulated products (146 of 178, 82 percent) had 
 73
reduced TFAs to less than 0.5 g per serving, although half of the 146 products still 
contained partially hydrogenated vegetable oil that is converted to TFA after ingestion.94
The study concluded that despite some positive changes, there is substantial variation in 
TFA content depending on the food category and parent company, and that overall 
progress to eliminate TFAs from the US food supply has slowed down considerably in 
recently years.  
Many national quick-serve and full-serve chain restaurants did not report TFAs for adult 
and child meals before the mandatory US restaurant labelling law was passed in 2010.95
TFA labelling will remain voluntary, despite mandatory national restaurant calorie 
labelling that will start in 2014.  More US progress is needed to improve TFA food 
labelling that is likely to accelerate healthy product reformulation by various industry 
sectors.  The FDA labeling rules allow products containing  less than 0.5 g TFA/serving 
to be claimed as 0 g TFA, and it is possible for certain sub-populations to consume 
amounts that exceed the 2 g/day maximum TFA while products can legally be labeled as 
TFA free.96
England’s TFA-elimination progress 
Calls to reduce TFAs in processed food products and initiate mandatory food product labelling 
for TFA were evident in the early 2000s in England.97 By 2001, the UK Food Standards Agency 
(FSA), which had oversight for food policy issues in England until 2010, reported the average 
TFA intake at 1.2 percent of total energy for UK citizens, which was already below the 
maximum recommended intake of 2 percent of total energy derived from TFAs/person/day.98
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In January 2007, the British Retail Consortium announced that major UK retailers (e.g., Asda, 
Boots, Co-op, Iceland, Marks and Spencer, Sainsbury's, Tesco and Waitrose) intended to 
discontinue using TFAs in their products by the end of 2007.99 The National Diet Survey 2010-
2011 revealed a mean population TFA intake of 0.7-0.8 percent of food energy for all age 
groups, and on average about 3 percent of UK citizens’ TFA intake exceeded the target, although 
the percentage was higher for low-income groups (9 percent of men and 6 percent of women).100
By early 2011, successful TFA reduction had already been achieved across various food product 
categories, attributed primarily to voluntary initiatives led by the FSA and major food 
manufacturers and retailers since 2001.101 After the Food Network launch in March 2011, it was 
suggested that an industry pledge to further reduce dietary TFAs from partially hydrogenated 
vegetable oils could benefit low-income groups, provided that the voluntary pledge is adopted by 
food industry sectors that had not yet reformulated specific product categories.102
In 2012, a leading consumer organization independently evaluated the TFA content of foods in 
England, and recommended that further progress could be achieved to eliminate TFAs if the 
government would ban industrial TFAs completely that would legally compel smaller food 
companies, takeaways, caterers, restaurants and food suppliers who had not participated in 
earlier reformulation efforts and had not yet signed up to the Responsibility Deal Food 
Network’s TFA pledge.103
By June 2013, the Department of Health had developed guidelines for smaller companies to 
remove artificial TFAs from foods.  A total of 88 companies had signed a pledge that they did 
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not use TFAs in their products and 12 signatories indicated that they would remove artificial 
TFAs from their products over the next 12 months (2012 – 2013).104 However, it is unclear how 
the Food Network’s voluntary TFA removal pledges will eliminate TFA in accordance with the 
WHO recommendation.  
2.6.2 Progress for salt-reduction targets
There is compelling evidence that a reduction in population salt intake from the current 9 to 12 g 
per person/day in most countries worldwide to the recommended 5 to 6 g/day will lower blood 
pressure and reduce CVD risks among the entire population.105 The WHO considers a dietary 
salt reduction to be a “best buy” that represents a major cost-effective strategy to reduce the 
expenses associated with poor health and recommends an intake of 5 g salt (equivalent to 2,000 
milligrams [mg] of sodium or about one teaspoon) per person/day by 202525  and an increase of 
dietary potassium to at least 3,510 mg per person/day.26 Additionally, a 30 percent reduction in 
salt for populations is one of the nine global targets in the WHO Global Action Plan to prevent 
and control NCDs by 25 percent by 2025.15 While many countries have been implementing 
voluntary population-based enabling strategies to reduce dietary salt, most countries are not even 
close to reaching the 5 g per person/day target.106
About 80 percent of salt consumed comes from processed foods.44 Several quick-serve restaurant 
companies have made voluntary commitments to reduce salt in the foods they serve yet identify 
technical barriers to achieve meaningful salt-reduction targets. One multi-country study of the 
salt content of various restaurant companies’ meals in Australia, Canada, France, New Zealand, 
the United Kingdom and US found that the salt content of fast foods varied substantially by type 
of food as well as company and country in which the food is produced. 
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The results suggested that technical barriers were not the primary reason for the differences and 
that these companies could substantially reduce salt further that would translate into population 
health gains.107
A recent global survey of 30 countries found that a majority of countries (73 percent) that 
conduct formal government salt monitoring activities were high-income countries and only two 
of these were LMICs. The survey revealed that LMICs will require a great deal of technical 
support to implement accurate and reliable salt monitoring and evaluation activities.108 Programs 
such as the World Action on Salt for Health (WASH), established in 2005, have been 
instrumental in tracking and providing technical assistance to countries to implement salt 
reduction strategies.109
US salt-reduction progress
Despite public health efforts over the past several decades to encourage Americans to reduce 
their sodium intake, about 90 percent consume more than the < 2300 mg of sodium per day
target (about 5.75 g or a teaspoon of salt) that is recommended by the Dietary Guidelines for 
Americans 2010.  Indeed, the average American often consumes about 3400 mg sodium (about 
8.25 g or 1.5 teaspoons) per day.110
Higher sodium intakes are associated with elevated blood pressure among overweight or obese 
youth.111 Fewer than 4 percent of adults and less than 5 percent of children, respectively, meet 
the criteria for ideal cardiovascular health.112,113 Nearly 80 percent of sodium in the American 
diet comes from restaurant meals and processed foods, which is especially relevant for 
vegetables consumed away-from-home.114 While there is active debate about the benefits and 
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drawbacks of population-based sodium interventions,115 many public health experts estimate that 
reducing daily sodium intake by 1.2 g can prevent up to 92,000 deaths and save up to $24 billion 
in health care costs each year.110
A 14-year trend analysis of the sodium content of menu offerings at eight leading quick-serve 
restaurants in the US found that no restaurant reduced the sodium content in the lunch or dinner 
menu items between 1997/1998 and 2009/2010.116 The study documented that the mean sodium 
content of menu offerings across the eight restaurants increased by 23.4 percent.116 
An analysis of the sodium content of food based on NHANES 2005–2010 data documented that 
the sodium content of 402 processed foods declined by only about 3.5 percent while the sodium
content in 78 fast-food restaurant products increased by 2.6 percent.117 Although certain products 
showed sodium reductions of at least 30 percent, more products showed increases in sodium by 
at least 30 percent.  The investigators concluded that voluntary sodium-reduction efforts over this 
period were too slow and only incremental, and recommend that the FDA initiate phased-in 
sodium limits for foods to accelerate the reduction of population salt intakes and the prevalence 
of hypertension and diet-related CVD among Americans.117
All US salt-reduction efforts are entirely voluntary except for the FDA’s mandatory product 
labelling through the Nutrition Facts Panel.  In 2009, New York City established voluntary salt 
guidelines for various restaurant and store-bought foods. In 2010, this city initiative evolved into 
the National Salt Reduction Initiative (NSRI) that encouraged nationwide partnerships among 
food manufacturers and restaurants that involves more than 100 city and state health authorities 
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to reduce excess sodium by 25 percent in packaged and restaurant foods and by 20 percent 
among the population by 2014.118
The NSRI’s objectives are three-fold: to set sodium targets, to encourage the food industry 
sectors to voluntarily commit to these targets, and to monitor progress over time.  The NSRI has 
worked with the food industry to establish salt reduction targets for 62 packaged foods and 25 
restaurant food categories for 2012 and 2014, and partners have encouraged food companies to 
meet the salt reduction targets.  In 2013, Mayor Michael Bloomberg praised 21 out of 24 
restaurants and food manufacturing companies in New York City for meeting their 2012 salt-
reduction targets.119
UK salt-reduction progress
In 2003, England initiated a major population-based, salt-reduction plan to achieve a population 
salt intake of 6 grams per person/day by 2015.  The campaign has successfully reduced intakes 
over a decade primarily through a voluntary partnership involving the food industry, government 
agencies (i.e., FSA and the Department of Health) and several consumer organizations and 
public health NGOs including the Consensus Action on Salt and Health (CASH).  
Research suggests that targeting sodium reduction in a small number of specific food categories 
and with an intensive focus on salty products sold in the highest volumes could lead to large 
decreases in sodium consumption among people and public health improvements.120 Between 
2004 and 2009, a UK-wide consumer awareness campaign120 was combined with industry 
monitoring through a self-reporting framework. The FSA documented a substantial reduction of 
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up to 70 percent of salt in some foods, and consumer awareness improved from 34 percent to 43 
percent over the five years.  Nevertheless, significant challenges remain to achieve the 2015
target.121
A separate evaluation published in 2012 documented that by 2007, only modest salt reductions 
had been achieved and was especially challenging for young people, men, ethnic minorities and 
lower socioeconomic groups.122 A third analysis found that although salt levels declined from 9.5 
g to 8.1 g per person/day from 2000 to 2011, about 70 percent of adults still consumed more than 
the recommended 6 g per person/day.123
In 2011, the Food Network continued the FSA’s salt-reduction work by developing pledges and 
salt-reduction targets for 80 specific food groups that contribute the most to people’s salt intake 
in England. Companies that signed up for the pledges voluntarily committed to a further 
reduction toward the 2010 salt targets by 15 percent representing a reduction of 1 g per 
person/day.  
A 2012 report was commissioned by two industry trade associations, the Food and Drink 
Federation and British Retail Consortium124 that recognized two major strategies to achieve 
gradual reductions in the population’s salt intake.  First, implement stealth changes to lower salt 
across all food categories without informing consumers; and second, use alternative ingredients 
or technological solutions to maintain a perception of foods containing salt flavor without 
actually providing sodium.  The report identified eight product categories that presented 
substantial challenges to meet the 2012 Food Network targets (e.g., meat and meat products; 
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bread products; cheese particularly cheddar and soft cheeses; extruded and pelleted snacks; 
cakes, pastries and fruit pies; pesto and other thick sauces; all other puddings and canned fish).  
The report recommended that the Department of Health reconsider the use of potassium-based 
solutions to replace sodium for specific food categories; (2) new technologies (e.g., novel foods 
or nanotechnology) requiring EU approval; and (3) working with industry and the FSA to 
provide minimum food safety guidance for manufacturers before marketing products.
Independent evaluations have been conducted by CASH and Which? over several years to assess 
changes in sodium in specific foods.  In 2012, restaurant takeaway sandwiches exceeded sodium 
limits,125 attributed to inconsistent FOP food labelling that obscured healthier options for 
consumers.  A separate report found that many breads and cereals had been reformulated and had 
lower levels of salt.126 In 2012 and 2013, several independent reports documented further salt-
reduction progress127 although that further progress is needed and feasible.128
In March 2013, the Public Health Minister, Anna Soubry, announced that the Food Network had 
released a new salt strategy to further progress toward the 6 g per person/day by:
(1) revising the 2012 salt targets for 80 food categories to encourage companies to reformulate 
recipes  by the end of 2013; 
(2) encouraging the catering and restaurant take-away sectors to set new maximum targets for 
popular foods including sandwiches and chips; by requesting that companies help people to 
select lower salt options through promotional activities; and 
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(3) encouraging more companies across the food industry to sign up for the voluntary salt-
reduction pledges.129
In April 2013, three additional pledges were developed and adopted for catering and restaurant 
establishments related to training and kitchen practices; product reformulation within six months 
and providing information about the salt content of products on public websites and menus; to 
reduce salt for at least 50 percent of procured products by the end of 2012; and to report on 
annual progress.  By June 2013, 80 partners had signed up for the salt-reduction pledges and 27 
partners had signed up for the other three catering pledges.130
2.6.3 Progress to reduce total calories from the food supply
Major sources of excessive energy in the food supply that increase the energy density of diets are 
SoFAAS (e.g., solid fats, alcohol and added sugars).  This section briefly addresses the progress 
made globally in the US and England to reduce calories contributing to unhealthy weight gain, 
obesity and diet-related NCDs.  
Global calorie-reduction progress
IFBA has self-reported progress to reformulate food products by reducing total calories, fat and 
added sugars74 but has not provided any quantified target for the 10 member companies by a 
specific date to collectively reduce calories.  The Access to Nutrition Index is a recent 
monitoring initiative that rated 25 of the world’s largest food and beverage manufacturers for 
their nutrition-related commitments, disclosure practices and performance related to 
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undernutrition and obesity.131 One of the seven ATNI categories scored each company on 
product portfolio changes. 
A 2013 evaluation found that fewer than half of the companies assessed provided evidence of
targets to reduce SoFAAS relevant to their product portfolios, and product reformulation targets 
are expressed in various ways so that making conclusions about collective efforts toward 
reformulation is impossible.  The report concluded that the food and beverage manufacturing 
sector should report product formulation targets in a more consistent and systematic way to 
facilitate a clear understanding of collective progress in this area.131
US calorie-reduction progress
In 2009, a US food-industry initiative was formed called the Healthy Weight Commitment 
Foundation (HWCF), a chief executive officer-led coalition that is currently comprised of more 
than 200 food manufacturers, food retailers, industry trade associations, and other NGOs that 
began working together to halt and reverse US obesity rates by 2015.132 In 2010, 16 HWCF 
members representing the major consumer packaged goods food and beverage manufacturers 
voluntarily pledged to collectively remove 1 trillion calories from their products by 2012 (against 
a 2007 baseline) and 1.5 trillion calories by 2015.133
The Robert Wood Johnson Foundation and the Partnership for a Healthier America provided 
technical and financial support to evaluate progress made by the HWCF industry members in 
meeting the food manufacturers’ calorie-reduction commitments.  A baseline report was released 
in 2013 that offered a methodological approach to evaluate the HWCF pledge.  The report 
documented that the HWCF companies accounted for about 25 percent of calories consumed in
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the US in 2007 and that the 1.5 trillion–calorie pledge (which translated into about 14 calories 
per person/day) accounted for 0.8 percent of the calories sold across all consumer packaged 
goods food and beverage brands in 2007.134 In May 2013, the HWCF announced that it had 
exceeded its goal to reduce 1.5 trillion calories in the food supply two years before its own 
deadline, confirmed by two independent external evaluators.135
The Partnership for a Healthier America, an alliance of US foundations that committed in 2010 
to verify and monitor industry commitments to promote healthy lifestyles and prevent obesity, 
released a 2013 report that included an examination of full-service restaurant chain pledges to 
improve the nutritional quality of meals (including calorie reduction) between May 2010 and 
December 2012136 that documented encouraging trends that will require further monitoring.  
UK calorie-reduction progress
In England, the UK Coalition Government first mentioned plans for a calorie-reduction pledge 
through a call to action in October 2011 to help consumers reduce their total calorie consumption 
by 5 billion/day (representing about 100 calories per person/day).137 The pledge was officially 
launched in March 2012, a year after the initiation of the Food Network.138 Companies are 
encouraged to sign on to the pledge by making product or menu reformulation, reducing portion 
sizes, providing nutrition education, promoting other activities to shift the marketing mix toward 
lower-calorie food options, and monitoring and reporting their progress to the Department of 
Health annually.139
In January 2013, the UK Food and Drink Federation, a major trade association, released a 
descriptive report featuring several positive reformulation accomplishments of members who are 
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engaged in the Food Network pledges.139 By September 2013, 36 food manufacturers, 
distributors, retailers and restaurants or caterers had signed up for the calorie-reduction pledge.140
The Department of Health has provided industry partners with a template to report details of 
their activities through annual updates141 although it does not appear that there is independent 
verification of these self-reported pledges.   
In July 2013, the Department of Health reported descriptive details of selected accomplishments 
of participating companies to reduce calories, either within specific product categories or by 
reducing portion sizes.  The Food Network Chair, Dr. Susan Jebb, stated that they will ‘continue 
to urge companies to step up to see more manufacturers and out-of-home businesses to reduce 
calories and make commitments across all of their portfolios and not just a token gesture on a 
few key items.’142
Two years after the launch of the Responsibility Deal Food Network, there has been no 
evaluation framework yet presented (in contrast to the US context) and no independent 
evaluation of the Coalition Government’s goal to reduce the population’s total calorie 
consumption by 5 billion/day.  Moreover, there is a need to assess the accountability structures 
for how the Government plans to hold non-participating companies to account, and plans for 
evaluating how the current actions of the engaged industry will contribute in a meaningful way 
to reduce obesity and diet-related NCD risks. 
The ‘New Ambition’ released by a group of NGOs have proposed a three-pronged approach to 
strengthen accountability for the calorie-reduction pledge: (1) strategy – that includes clear 
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commitment to improve diet-related and health outcomes as an integral component of CSR 
activities; (2) breadth – where a business is asked to commit to calorie-reduction activities across 
a menu of choices; and (3) quantification – where a business would provide a projected impact 
of its measure to reduce calories for certain product categories and to indicate how the 
anticipated reduction will impact overall sales/portfolio. 
2.5.6 Progress to promote out-of-home and FOP food labelling 
In 2013, the FAO/WHO organized a joint workshop on FOP labelling systems and an expert 
report is forthcoming with recommendations.20  Several recent systematic reviews have examined 
consumer preferences, understanding and use of different out-of-home and FOP labelling 
systems, label impact on purchasing patterns and industry product reformulation.  
The evaluations have found that a traffic light labelling system is most consistent to help 
consumers make healthier product purchases although more research is needed about different 
labelling systems' abilities to influence consumers’ eating behaviours.143,144
US progress to implement a FOP food labelling system
Developing a consistent and universal FOP food labelling program for food manufacturers and 
menu labelling standards for the restaurant sector have been important policy goals to help 
inform US consumers’ purchases and accelerate food industry product and meal reformulation 
efforts.  The current US marketplace conveys excessive information—sometimes misleading
and deceptive—which leads to consumer confusion about purchasing the healthiest 
products.145,146 With the exception of the Nutrition Facts panel on the back of food 
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products, there are currently many different FOP food labelling and nutrient profiling systems 
used throughout the US.  
In 2010, the US Congress requested the IOM to convene an expert committee to review FOP 
food rating systems. The first of two reports released in 2010 concluded that nutrient of greatest 
concern, including calories, saturated fat, TFA and sodium—should be included on FOP labeling;
and FOP information should be consistent with the FDA’s Nutrition Facts panel.147 The second 
IOM report released in 2011 recommended that the food industry should cooperate 
with the FDA and USDA develop and adopt a standardized FOP label system to make it easier 
for consumers to identify healthy options in the marketplace.148
However, in May 2011, prior to the second IOM report release, two major industry trade 
associations, the Food Marketing Institute and Grocery Manufacturers Association, finalized 
the “Nutrition Keys” voluntary FOP nutrition labeling system149 that was renamed “Facts up 
Front” in late 2011.150 Some suggested that the food industry pre-empted the government’s 
authority by releasing its own FOP system without guidance from or consultation with federal 
regulatory agencies.151 A US evaluation of the Facts Up Front system compared to a multiple 
Traffic Light system concluded that consumers had better knowledge and perceptions about 
food labels using the traffic light system.152
US progress to implement mandatory restaurant menu labelling 
The US is the first country in the world to implement a mandatory national restaurant menu 
labeling law in 2010.153 The FDA plans to finalize the national menu labeling regulation that 
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will take effect in 2014.154 An evidence review of nearly 50 studies published between 2008 
and 2012 found that customers notice and are more likely to use menu labels at point of 
purchase to increase their awareness about nutrition information and healthier options.
Moreover, more chain restaurants and cafeterias are providing consumers with calorie and 
other nutritional information about standard menu items155 and there may be a delayed effect 
of menu labeling in that mean calories per purchase decreased about 18 months after 
implementation of menu labeling is some restaurants.156 As food-retail establishments such as 
supermarkets and grocery stores increasingly sell restaurant-type meals, it has been proposed 
that these venues should also comply with mandatory menu labeling requirements.157
UK progress to implement a voluntary FOP food labelling system
In June 2013, the Department of Health in England and FSA in Scotland, Northern Ireland and 
Wales announced the launch of a new voluntary, universal FOP labelling program to help 
consumers make healthy purchases in food retail establishments throughout the UK.158
The Government conducted extensive consultations with food industry stakeholders (including 
major food retailers and manufacturers), public health NGOs and others to agree on the proposed 
FOP labelling system. A total of 15 companies (including Mars UK, Nestlé UK, PepsiCo UK, 
Premier Foods and McCain Foods) announced that they would join all the major retailers (i.e., 
Sainsbury’s, Tesco, ASDA, Morrisons, the Co-operative and Waitrose) to use the new FOP 
labelling system on their products.  In July 2013, the Children’s Food Campaign’s external 
accountability monitoring initiative, the FOP labeling wall of shame, noted that Cadbury, the 
Coca Cola Company and United Biscuits had not yet publicly supported this pledge.159
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The new hybrid label will provide a color-coded traffic light (i.e., red, amber and green) and 
highlights ‘percentage reference intakes’ that replaced the former ‘guideline daily amounts’ to 
show the amount of fat, saturated fat, salt and added sugars, and energy in food products.  Red 
means that a food or drink is high in a particular nutrient that consumers should reduce or 
consume only in small amounts; amber means that a food can be consumed often; and green 
means that a food is low in certain nutrients and represents the healthiest choices.
In June 2013, two new pledges were launched through the Responsibility Deal Food Network in 
England160 to enable food businesses to adopt or promote the new FOP labelling scheme (15 
signatories)161 or to help others promote it (14 signatories) through website or in-store 
information or promotion; recipe cards, books or magazines; or one-on-one education program 
sessions.162
England’s progress to implement voluntary restaurant menu labelling 
Menu labelling is needed beyond supermarket purchases and in restaurant and catering venues
given that an estimated 20-25 percent of calories consumed away-from-home in England.163
In 2011, a study conducted in London on children’s restaurant meals found that two thirds of 22 
chain restaurants did not provide nutrition or portion size information about the meals.164
In September 2011, the Food Network launched an out-of-home calorie labelling pledge for food 
industry stakeholders to provide calorie information for food and non-alcoholic drinks for 
customers on restaurant menus or menu boards throughout England in accordance with the 
principles for calorie labelling agreed by the Responsibility Deal Food Network. By July 2013, 
there were 49 signatories to the out-of-home calorie labelling pledge.165
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2.5.7 Progress to reduce unhealthy food marketing to children and adolescents
Numerous systematic evidence reviews have documented that food advertising and marketing 
practices influence children’s preferences, diets and leads to adverse health outcomes; and 
underscore the importance of reducing unhealthy food industry marketing practices targeting 
children to reduce obesity and diet-related NCD risks.166,167 Reducing unhealthy food marketing 
to young people was a priority when the WHO passed a formal resolution in May 2010167
followed by 10 recommendations issued in December 2010 for advising Member States to 
protect children and adolescents from the consequences of aggressive food industry marketing 
practices that promote unhealthy food and beverage products.45 These recommendations 
encouraged national governments to:
(1) Establish policies to limit and restrict the marketing of unhealthy foods and beverages that 
are high in fat, sugar and salt in all settings where children spend time;
(2) Cooperate to reduce the impact of cross-border marketing to children; and
(3) Monitor policies and regulations, children’s marketing exposure, and evaluate the impact of 
food and beverage marketing on children’s cognitive, behavioral and health outcomes.
In May 2012, the WHO released a comprehensive monitoring and evaluation framework to help 
national governments commit to and develop supportive policies that are aligned with the 2010 
resolution and adapt to their respective contexts.45,46 In May 2013, this issue gained prominence 
when 194 member states at the 66th World Health Assembly meeting approved a global 
monitoring framework that included the development and implementation of ‘policies and 
actions to reduce the impact on children of marketing of foods and non-alcoholic beverages high 
in saturated fats, TFAs, free sugars and salt.15  
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While there has been some progress to improve both government regulation and industry self-
regulatory programs worldwide, evaluations show great variation across countries to monitor and 
improve food marketing practices.47,167,169,170 Many food companies have signed voluntary 
agreements to restrict the marketing of foods high in fat, sugar and salt to children using different 
nutrient-profiling schemes and different child-audience definitions to determine which products 
can be advertised.  By 2012, 22 national and regional pledges involving 90 companies (ranging 
from 6 to 26 companies for any given pledge) have been documented.167 However, certain 
companies make different pledges using different criteria in different regions of the world. 167
Evaluations show discrepancies among existing nutrient-profiling systems established either by 
governments or industry,171 which may be attributed in part to industry reports only including the 
results of member progress made toward pledges but not the activities of non-participating 
members.
Government programs (e.g., US and Denmark) are substantially more restrictive for energy-
dense and nutrient-poor foods and beverages compared to industry-led program, attributed to 
different criteria for added sugars.172 Collectively, academic research shows that industry 
adherence to voluntary codes do not sufficiently reduce children’s exposure to the advertising 
and marketing of unhealthy foods and beverages, which continues to undermine a healthy diet 
and increase the risk of poor health outcomes.166,167
Several important research areas have been identified to address policy gaps44,151-154,173 including 
the need for government to: develop clearer objectives and define specific indicators to reduce 
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unhealthy marketing to children, provide a clear definition of children that includes adolescents, 
define and harmonize various nutrient profiling schemes to reduce children's exposure to energy-
dense and nutrient-poor food and beverage products, and define the media channels that 
government regulations will cover.  It is recommended that the food industry adopt uniform 
global pledges instead of the current country-by-country self-regulatory approach that consists of 
multiples sets of pledges. Reducing unhealthy marketing to children and adolescents is an 
evolving and important topic for ongoing research, monitoring and independent evaluations.
US progress to reduce unhealthy food marketing to children
In 2005, the Institute of Medicine (IOM) of the National Academies released an expert 
consensus committee report that assessed the nature, extent and influence of food and beverage 
marketing practices on American children’s and adolescents’ diets and health. The report 
concluded that prevailing marketing practices did not support a healthful diet and offered 
recommendations for diverse stakeholders to promote a healthy diet.174 A comprehensive 
evaluation of progress for various stakeholders to achieve the specific IOM food marketing  
recommendations is needed to guide further policies and actions that can be taken to accelerate 
progress to creating a healthier food environment for American children and adolescents.
By 2012, there were still several areas where food marketing to American children and 
adolescents could be substantially improved.175 A review of academic and industry research on 
the evolving trends of food and beverage marketing in 2012 revealed several important findings.  
First, while the food industry has improved its self-regulatory program called the Children’s 
Food and Beverage Initiative (CFBAI) that increased from 10 to 16 member companies between 
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2006 and 2012, there are significant gaps and loopholes that still permit the promotion of energy-
dense and nutrient-poor food and beverages to young people.  Second, corporate lobbyists 
representing the US food and beverage industry have successfully influenced legislators and the 
public to halt the release of comprehensive voluntary food marketing guidelines in 2012 through 
the federal Interagency Working Group on Food Marketing to Children to improve the 
nutritional quality of food and beverage products marketed to American children and 
adolescents. 175
Third, research disputes the food industry’s claims about some of the challenges related to 
reformulating child-targeted products to improve their nutritional quality.  Emerging research 
suggests that healthy products can be a profitable segment for the food industry.176,177
Fourth, food companies are using digital media more frequently to reach children with 
advertising messages.  While the CFBAI guidelines were revised in 2010 to include digital 
media marketing, independent research has found that CFBAI-participating companies use 
advergames to promote unhealthy products to children.  Finally, local policy interventions to 
improve children’s food marketing environments have had mixed success.175
Several policy and research implications emerge from these findings.   In May 2012, a follow up 
IOM report recommended that if voluntary marketing standards are not adopted by a majority of 
companies by 2014, the federal government should establish mandatory nutrition standards and 
ensure that they are implemented.178 A US Federal Trade Commission report released in 
December 2012 found that while there was a decrease in advertising targeted to American 
children (from nearly 2 billion dollars in 2006 to $1.79 billion dollars in 2009), attributed
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primarily to reductions in television advertising, there was increased spending by 50 percent on 
mobile, Internet-based and viral marketing targeting young people between 2006 and 2009.179
Additionally, there is a need to continue monitoring and evaluating the effectiveness of both 
government policies and industry self-regulatory programs as they evolve in response to 
consumer and public health advocacy concerns.
UK and England’s progress to reduce unhealthy food marketing to children
In the UK, a seminal report and systematic review of the available evidence was prepared for the 
FSA in 2003 to inform policy actions. The Hastings report concluded that food marketing is 
effective to influence children’s food preferences, diets and health.180 In 2003, the UK food 
industry spent £743 million annually on food advertising to consumers compared to £7 million 
spent by the national government to promote healthy foods in 2004.181
In 2010, the politically conservative, Coalition Government in England expressed the need to 
protect children from excessive commercialization, and pledged to ‘crack down on irresponsible 
advertising and marketing to children.’182 However, numerous academic studies183-186 and NGO 
watchdog reports187-190 have documented the ineffectiveness of current regulatory measures and 
the continued unabated marketing of unhealthy food products to children through various media 
channels, despite government regulations that were passed in 2010 to create a healthier food 
environments, especially reaching children through television viewing. 
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In April 2013, the Coalition Government created the Parentport website where parents could find 
information about advertising through media channels, the Government standards expected of 
industry, and a place where concerned parents could provide feedback and complain about 
marketing practices.191  In June 2013, the Food Network’s 10-member high-level steering group 
released a discussion paper in preparation for adopting a formal voluntary pledge in September 
2013 to address food advertising and promotion to children, drawing from best-practice 
commitments to complement existing industry and government co-regulatory arrangements for 
advertising in broadcast and non-broadcast media.192 The discussion paper was based on several 
reports and proposed to define and balance marketing and promotion activities between healthy 
and high-fat, sugar and salty foods; to address restaurant menu layout; and to promote the 
marketing of healthier items on food packages; and examine the use of licensed and brand equity 
characters that appeal to children.  Independent monitoring is required to evaluate the 
implementation of this pledge to assess its added value and capacity to align with best practice 
recommendations to substantially improve corporate marketing practices that target children and 
adolescents in England.
2.7 Conceptual perspectives on responsibility and accountability 
Responsibility and accountability are related but distinct concepts.  Based on the literature 
reviewed in this section, responsibility is defined as individuals, government agencies, 
organizations or businesses acknowledging their commitments and obligations based on societal 
expectations, moral and/or legal standards.  Accountability involves individuals or stakeholders 
answering to others empowered with authority (either formally or informally) to assess how well 
they achieve specific goals and to enforce policies, standards or laws to improve desirable 
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actions or outcomes.  Discussed below are various dimensions of responsibility in the context of 
health behaviors (e.g., personal, social or collective, government and corporate) and 
accountability based on the nature of the setting, type of stakeholder, nature of the conduct and 
nature of the obligation. 
2.7.1 Types of responsibility
Turoldo193 defines responsibility as ‘responding to someone who asks for something’ and ‘using 
moral judgment in a certain situation’ to act in an ethically appropriate way.  Reiser194 asserts 
that the historical discourse about human choice and personal responsibility for health has been 
strongly influenced by the prevailing political, social and moral climates.  During the Greek and 
Roman era, physical fitness and eating healthfully were strongly encouraged to improve 
individual health.  During the Middle Ages and Renaissance period, disease was framed as a 
consequence of ‘bodily humors’ that individuals could personally control.  Later, paternalistic 
governments especially in Europe held the view of ‘collective responsibility’ of society to help 
individuals maintain good health.  By the 1970s, concerns were raised that framing diseases in 
terms of personal responsibility led to ‘victim blaming.’
Numerous surveys have examined perceptions about responsibility (e.g., individual, parental, 
government, industry and collective) and the types of interventions that citizens, health 
advocates, industry and policymakers are willing to support to promote healthy dietary behaviors 
and ameliorate unhealthy food environments.195-202 The concept of personal responsibility has 
been central to social, legal, and political approaches used to address and manage obesity.  
Brownell195 asserts that ‘personal responsibility’ evokes individual blame and character 
weaknesses within the context of obesity.  For this reason, they prefer using the term ‘collective 
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responsibility’ because it connotes a need for many stakeholders to intervene in some way, 
including policymakers and government agencies making policy decisions and taking legislative 
or regulatory actions to create healthier default choices for people in their surrounding food 
environments.
Brown201 describes a ‘moral responsibility of agents’ framework that questions the legitimacy of 
holding individuals personally responsible for healthy lifestyles when there are external factors 
outside of an agent’s control that may hinder or undermine his/her freedom of action. Porter200
views personal responsibility or individual accountability as being contingent upon the 
government enabling a supportive environment that allows people to make healthy food choices.  
Minkler202 suggests that overemphasizing individual responsibility for health is rooted in 
‘victim-blaming’ ideology for premature morbidity and mortality and neglects individual and 
community ‘response-ability,’ which is the capacity to use available assets to improve the social 
context within which individuals make choices influencing their health.  Balancing individual 
and social or collective responsibility is needed to produce both personal behavior changes and 
broader environmental changes to improve health outcomes.  
Turoldo193 describes legal responsibility as the ‘attribution for an action to an agent’ and links it 
to the concepts of blame, retribution and punishment.  In civil law, consequent responsibility
involves the obligation to make up for the damage caused by one’s own guilty conduct.  In penal 
law, responsibility involves the obligation to undergo punishment. The public health discipline 
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suggests that one can be responsible not only for what has already happened, but also for what 
could happen if all possible preventive measures are not considered and utilized.
Daynard203 explores how the fast food and sweetened beverage industries use personal 
responsibility rhetoric in legal and regulatory forums where public health policy development 
occurs. The tobacco industry has used personal responsibility rhetoric to focus attention away 
from its own conduct and toward the individual in responding to harm.  When used as the basis 
of legislative and regulatory oversight, in judicial proceedings, or other legal or policy forums, 
he suggests that the concept of personal responsibility is rhetorically used to shift attention away 
from larger structural determinants, including culpable stakeholders, who engage in practices 
that adversely affect public health outcomes.  
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2.7.2 Types of accountability
The word ‘accountability’ is believed to have originated during the reign of William I after 
the 1066 Norman conquest of England.  In 1085, King William required all property holders 
in his realm to give “a count’ of their possessions which was an early form of a census and 
served as a basis for royal governance and taxation.204 By the 12th century, this system had 
evolved into a centralized auditing and account giving process.  The term ‘accounting’ has 
roots in bookkeeping and financial administration but later evolved to represent fair and 
equitable governance practices.  During the late 20th century in the US and Europe, the 
meaning of accountability became synonymous with public accountability that represents 
good governance in the US and Europe.  Accountability remains a rather ambiguous concept 
that inspires an image of other concepts including trustworthiness, transparency, justice, 
democracy, efficiency, responsiveness, integrity and responsibility.204   
The concepts of transparency and accountability encompass a range of processes, 
stakeholders and power relations.  Transparency, defined as “enabling the public to gain 
information about the operations and structures of a given entity,”205 is a necessary but 
insufficient component to ensure accountability.  It is often assumed that greater transparency 
will translate into better accountability.  However, Fox206 suggests that transparency can be 
either ‘opaque’ (uncertain) or ‘clear’ and accountability can be ‘soft’ or ‘hard’ (Figure 2.4).  
Etzioni205 suggests that ideological advocates use the term transparency to justify limited or 
no government oversight and regulation of private governance systems. Strong transparency 
is a form of regulation and advocates should instead ask, “what type of accountability is 
demanded and under what conditions?’  
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Figure 2.4 Distinguishing transparency from accountability
Transparency Accountability
Opaque Clear Soft Hard
Dissemination and access to 
information
Institutional answerability
Sanctions, compensation and/or 
remediation
Source: Fox (2007) reference 206
Bovens204 defines accountability as a “relationship between an actor and a forum, in which 
the actor has an obligation to explain and justify his or her conduct, the forum can pose 
questions and pass judgment, and the actor may face consequences.”  Bovens offers a 
conceptual framework to address the issues raised by Fox and Etzioni to map and evaluate 
the adequacy of political accountability arrangements for public organizations and officials 
who have EU governance authority and whose decisions impact on society.  This framework 
describes four different ways of thinking about accountability based on the nature of the 
setting (five forms), the nature of the stakeholder (four types), the nature of the conduct (three 
types) and the nature of the obligation (three types).  The specific components of the 
framework include the following: 
(1) Nature of the setting. To whom is the account to be delivered?
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This is challenging when there are many types of accountability forums with different 
information requirements, criteria and accountability demands for what constitutes 
responsible conduct.  Five examples include:
x Political accountability (e.g., elected officials, political parties, voters and the media)
x Legal accountability (e.g., courts or judicial systems)
x Administrative accountability (e.g., auditors, inspector and controllers)
x Professional accountability (e.g., peers and professional colleagues)
x Social accountability (e.g., interest groups, watchdog NGOs).
(2) Nature of the stakeholder. Who is the actor or stakeholder to be held accountable? 
This may be difficult to discern when there are many stakeholders and attribution for the 
conduct of an agency or business firm or implementation of a policy is unclear. Four 
examples include:
x Corporate accountability (the organization as the actor)
x Hierchical accountability (one for all)
x Collective accountability (all for one) 
x Individual accountability (each person for himself/herself)
(3) Nature of the conduct. Which aspect of the conduct is to be held to account?
x Financial, procedural or the product
(4) Nature of the obligation. What is the nature of the accountability arrangement?
x Vertical accountability (e.g., formal authority where one group holds power over 
another group)
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x Diagonal accountability (e.g., providing account to society is voluntary and there are 
no interventions on the part of a principal power wielder or accountability is given in 
parallel to hierarchical expectations)
x Horizontal or social accountability (e.g., when agencies account for themselves, such 
as mutual accountability).  
2.7.3 Challenges for global governance for health and food environments
Formal institutions of global governance such as UN System organizations are based on the 
premise that national governments are the primary decision-makers of their population’s 
interests.  Yet new forms of global governance that have evolved over several decades that 
are challenging the notion of national sovereignty due to the diversity of nonstate actors, 
including private foundations, civil society organizations and networks, transnational 
corporations and the media.207
The “unstructured plurality of non-state actors” that include civil society networks, 
foundations, transnational corporations, and the media raise two types of accountability 
challenges.  First is the legitimacy of inter-governmental organizations (such as UN System 
agencies) that are formally accountable to the governments of Member States rather than the 
people whose rights they are tasked with protecting.  This is especially problematic for 
people who consider their national governments to be illegitimate or who do are not 
empowered with broad democratic participation.  Second is the lack of clear mechanisms for 
non-state actors to ensure that the stakeholders who operate in the global arena are held 
accountable for the effects of their actions that influence food environments and health.208 In 
both cases, there is no supranational body to prevent either governments or other non-state 
actors from producing undesirable externalities.
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2.7.4 Pursuit of horizontal or social accountability of corporate stakeholders
The corporate practices of the food industry are broad and include engaging in business 
activities to promote products, brands and services to optimize shareholders’ profits and 
support future business viability; participating in coalitions, networks or alliances initiated 
and supported by the food industry or collaborating with government agencies, private 
foundations and NGOs through voluntary partnerships to improve product profiles and to 
mitigate the consequences of unhealthy food products; and lobbying policymakers to 
influence legislative, regulatory and legal processes.  
Existing research has examined the health consequences of a single product (e.g., tobacco or 
a pharmaceutical drug with unanticipated side effects) or a product category (e.g., sugar-
sweetened beverages linked to the risks of developing obesity and type 2 diabetes).  One 
response has been a resurgence of civil society activism to re-establish a corporate 
accountability movement that evolved during the 1970s and 1980s to demand that national 
governments regulate corporate interests.209
The public health community and public-interest NGOs have begun to document the 
limitations of food industry self-regulatory initiatives and their corporate social responsibility 
programs to address unhealthy food environments.  These groups have called on national 
governments to develop more robust and transparent accountability systems that are capable 
of holding the food industry to account for their corporate practices that contribute to 
unhealthy food and eating environments.  
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2.8 Future research needs on accountability for healthy food environments
This literature review has revealed the importance of having robust and independent 
accountability frameworks for various groups’ performance in order to increase legitimacy 
and credibility of partnerships, policies and programs that address unhealthy food
environments. Several potential research questions have emerged from this literature review 
to improve our understanding about institutional accountability within the context of healthy 
food environments.  
This review has shown that existing accountability frameworks do not clearly articulate 
standards and goals for current corporate actors who make individual or collective voluntary 
pledges to address unhealthy food environments.  Indeed, in many cases, food industry 
stakeholders have pre-empted the framing of the terms of engagement by either making 
pledges or commitments that they are likely to achieve within defined timeframes (as in the 
case of the US HWCF calorie-reduction pledge), or by influencing the policy development 
process by engaging with national governments through voluntary partnerships (as in the case 
of England’s Public Health Responsibility Deal Food Network) so that they can influence the 
ground rules and accountability expectations. Thus, the major research question is “What 
accountability mechanisms and processes are needed to ensure that the corporate practices 
of the global food industry will promote and not undermine healthy food and eating 
environments?”
This research question prompts several sub-questions that deserve further exploration.  Since 
various disciplines view accountability in different ways, there are major gaps in 
understanding specific dimensions of accountability to encourage public and private arenas 
and stakeholders to work together and change food environments to effectively address 
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obesity and diet-related NCDs. There is a need to scope the interdisciplinary literature to 
identify existing frameworks, their theoretical underpinnings and common principles that can 
be adapted and integrated into a more comprehensive way of thinking about accountability 
for food environments at global, transnational and national levels.  A second pertinent 
research question is “What type of accountability frameworks, principles and mechanisms 
have been used for institutional performance to inform the development of an accountability 
framework to promote healthy food and eating environments?”
While there is a documented history of corporate responsibility initiatives to achieve 
environmental sustainability and social outcomes, there has been less scrutiny on the 
adequacy of existing global voluntary mechanism for UN organizations and corporations to 
achieve health and nutrition goals and targets.  There is a need to examine how well tools 
such as the UN Global Compact address nutrition and food environment goals.  Moreover, 
various public-interest NGOs are partnering with global food, beverage and restaurant 
companies through public-private partnerships and coalitions to address nutrition challenges 
across a continuum from undernutrition to obesity and NCDs.  
There is a need to understand the nature of engagement between partners and whether and 
how they are adequately evaluating the added value of partnerships and managing perceived 
or actual conflicts of interest to avoid producing unintended consequences.  A third relevant 
research question is “How can stakeholders engage with global food, beverage and 
restaurant companies, and their corporate foundations, through alliances and public-private 
partnerships to address all forms of global malnutrition and promote healthy food and eating 
environments?”
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A common language is needed within national contexts to measure the existence and 
robustness of accountability structures to inform successful partnerships that are deemed 
legitimate, credible and trustworthy.  There is a need for independent entities to monitor 
loopholes and violations of government laws and industry policies and guidelines, and the 
integrity of various accountability steps, such as how well incentives and disincentives are 
implemented, and how well empowered groups hold other groups to account for specific 
performance goals.  This is an important research area because there are limited empirical 
studies to examine the underlying values that shape diverse stakeholders’ perspectives and 
policies related to institutional accountability and performance to improve the healthfulness 
of food environments.  
In the US context, a fourth relevant research question is “How can food, beverage and 
restaurant companies, other private-sector stakeholders, government and schools be held 
accountable to promote a healthful diet to American children and adolescents?”  In 
England’s context, two relevant research questions are: “How do diverse stakeholders view 
responsibility and accountability needed for the Public Health Responsibility Deal Food 
Network partnerships to promote healthy food and eating environments in England?”; and      
“What accountability mechanisms and processes are needed to create healthy food and 
eating environments for people in England through the Public Health Responsibility Deal 
Food Network?”
This body of PhD research proposes to address these major research questions by developing 
a body of academic work that can provide a conceptual framework on accountability, and
useful strategies and tools for policymakers and decision-makers at global and national levels 
to improve the healthfulness of food environments to prevent obesity and diet-related NCDs.
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Chapter 3: Research approach and methodology
‘The concept of a hierarchy of evidence is often problematic when appraising the evidence for social or 
public health interventions. The promotion of typologies rather than hierarchies of different 
methodological approaches, emphasises the need to match research questions to specific types of 
research and may prove to be more useful.’ 
Petticrew and Roberts. Evidence, hierarchies, and 
typologies: horses for courses. J Epidemiol Community 
Health 2003;57;527-529.
3.1 Background
Several ‘nutrition research frontiers’ have emerged in recent years due to the growing interest to
position food and nutrition issues on public and private policy agenda.  These frontiers ask 
relevant questions about why public health nutrition researchers conduct studies, what and who 
we choose to study, and how we study (Table 3.1).1 In tackling these research questions, novel
methodologies and transdisciplinary approaches are needed to address very complex public 
health policy issues such as global hunger and food insecurity; undernutrition, obesity and diet-
related non-communicable diseases (NCDs); and the increasing privatization of the globalized 
agricultural and food system that increases the political influence and power of food industry
stakeholders over governance structures and other food system actors in very complex ways.2
In this context, methodology represents a set of principles and tools that blend theory with the 
process of collecting, analyzing and interpreting evidence to study a specific issue; public policy 
represents the “instruments by which societies try to shape their futures in ways they consider 
acceptable if not desirable;”3 and politics represents the social processes that determine “who 
gets what, when and how.”4
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Table 3.1 Questions raised by the emerging nutrition research frontiers
# Question Rationale
1 Why we study To create actionable knowledge of issues and problems of 
concern to stakeholders, organizations, communities or 
publics at various scales and contexts.
2 What we study The causes and solutions of food and nutrition issues in 
broader social, political and action contexts including: 
x food systems and food environments
x social and public health programs and policies 
x policy development, implementation, scaling up and 
evaluation processes
x community organization and change processes
x organizational and private-sector firm behavior ad 
change processes
3 Who we study Policymakers, legislators, government bureaucrats, private-
sector actors, analysts, managers, frontline workers in the 
public sector at local, district, state, national, regional and 
global levels.
4 How we study Use a range of qualitative and quantitative research methods 
to inquire about the questions 1 – 3 above. 
Methods Mixed methods, policy discourse, social network analysis, 
Q methodology, stakeholder analysis and influence 
mapping, program impact pathways, organizational 
ethnographies, and system dynamics group modelling. 
Approaches Greater use of engaged and participatory action research 
(e.g., community-based participatory research), participant 
observation, embedded, critical and emergent complex 
systems.
Disciplinary perspectives Transdisciplinary drawing on traditional disciplines 
(e.g., nutritional sciences, epidemiology and biostatistics, 
psychology and consumer behavior) as well as sociology, 
economics, anthropology, policy sciences, law, 
organizational behavior and management sciences, and 
systems sciences.
Source: Adapted from: Pelletier et al. Expanding the frontiers of population nutrition research: new questions, new 
methods, and new approaches. Advances in Nutrition: An International Review Journal 2013;4(1):92–114 
(reference 1). 
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3.1.1 The context for knowledge generation
Public policy issues are socially constructed and strategically framed by political actors who 
influence the perceptions of specific stakeholders about the causes, severity and salience of each 
issue; the nature of the policy discourse; the likelihood of an issue reaching the policy agenda; 
the type of solutions selected during the policy development and implementation processes; and 
even the design of a policy evaluation.5 The development and implementation of food and 
nutrition policies are among the many areas that exemplify the inherent tensions that result from 
an array of converging, competing and opposing interests among diverse stakeholders who 
operate in a complex food, nutrition and agriculture policymaking arena.  
Bryson et al. (2011)6 describe four main types of stakeholders who have diverse needs, priorities, 
interests, concerns, power capabilities and perspectives related to public policy issues.1
The term stakeholders entails: players (who have both an interest and significant power), 
subjects (who have interest but limited power), context setters (who have power but little direct 
interest depending on the issue), and the crowd (representing stakeholders who have limited 
interest and power).  A stakeholder group’s interests will frame their view of a problem and the 
proposed solutions whereas their capacity to exert power will affect their ability to pursue their 
interests.  
Public health policy researchers often use a variety of methods to study what evolves in the food 
and nutrition policymaking arena.  Coveney (2010)7 described three rationales for studying the 
policymaking process: (1) to identify a public health problem, (2) to examine the policy 
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development process to understand the response to the problem, and (3) to analyse, monitor and 
evaluate how well the policy has been implemented to address the problem.  
Policy-relevant research must address both the nature of policymaking processes (e.g., politics 
and governance styles) as well as the type of evidence collected (e.g., technical, tacit and 
contextual).  Pelletier et al. (2013)1 asserts that ethics and human values guide the type of 
research questions that investigators select and also the research designs used to answer these 
questions to understand a real-world public-policy phenomenon.  The new nutrition frontier of 
action-oriented transdisciplinary research asks questions that require investigators to gather 
highly contextualized evidence that interacts with many external actors and different institutional 
cultures to generate actionable knowledge relevant to specific targeted groups or populations that 
can produce ‘impacts that matter.1,8
While the process of collecting and using evidence to inform public policy decisionmaking to 
improve population health is an area of fertile debate, it does not need to be if investigators 
carefully formulate a clear research question to inform the appropriate methodology and direct 
the type of evidence required to answer the question.  McQueen (2001)9 has noted that 
developing universally accepted high-quality standards for evidence-based evaluation is a major 
challenge for health promotion practice.  There is disagreement about what constitutes 
appropriate evidence to inform health-promotion interventions, as well as selecting the 
appropriate methodology to identify and gather evidence to inform the understanding and 
intervention for a problem. 1,7 Some disciplines view evidence as comprised of the results 
obtained from randomized clinical trials, whereas others place greater value on other forms of 
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evidence such as technical, tacit or contextual lay knowledge.7  Legal scholars define evidence as 
a combination of personal stories, witness accounts, police testimony, expert opinions and 
forensic science.7
Petticrew and Roberts (2003) 10 suggest that the hierarchy of evidence used traditionally in 
clinical medicine is difficult to apply to complex real-life settings, and therefore recommend that 
investigators match their research question to specific types of research approaches. Similar to 
Pelletier et al. (2013),1 their emphasis on methodological appropriateness and typologies, rather 
than evidence hierarchies,8 is helpful to organize, appraise and translate evidence to inform 
policies and actions that are capable of creating healthy food environments to address obesity 
and diet-related NCDs.  
Ogilvie et al. (2011)11 have identified five questions that researchers, funders, and policymakers 
should ask when prioritizing resources to evaluate complex public health interventions.  
Responding to these questions is be useful to identify the type of information that can be feasibly 
generated from a given evaluation or research project, which considers resource allocation 
decisions that policymakers and funders are keenly interested in before providing financial 
support for the evaluation of complex public health interventions.  These questions include:
1. Where is a particular intervention situated in the overall intervention program?
2. How will an evaluation of a specific intervention affect policy decisions?
3. What is the size and distribution of a proposed intervention’s hypothesized impacts?
4. How will the findings of an evaluation add value to the existing scientific evidence?
5. Is it practical to evaluate an intervention in the time available?
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3.1.2 The context for knowledge translation
Conducting policy-relevant research is important to generate credible and verifiable evidence 
that public health advocates and policymakers can use to shape public policies to improve 
peoples’ lives.  Kingdon (2011)12 proposes three non-linear streams in policymaking – problems, 
policies and politics – which interact to create windows of opportunity for policy actions to occur 
(Figure 3.1).  
Figure 3.1 A non-linear framework of the policymaking process
 
 
Sources: Kingdon JW. Agendas, alternatives, and public policies. 2nd edition. London, Longman Publishing Group, 
2011; and Leppo K, Ollila E, Pena S, Wismar M, Cook S, eds. Health in All Policies – Seizing opportunities, 
implementing policies. Ministry of Social Affairs, 2013.  
http://www.euro.who.int/__data/assets/pdf_file/0007/188809/Health-in-All-Policies-final.pdf.
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Brownson et al. (2006)13 recognize that academic researchers and policymakers operate within 
very different institutional cultures yet underscore the need for researchers to not only discover 
new knowledge but to ensure that it is translated and applied to inform policymakers’ decisions 
to improve population health outcomes. 
Kothari and Armstrong (2011)14 define ‘knowledge translation’ as an interactive process of 
knowledge exchange between health researchers and knowledge users. These authors emphasize 
that evidence translation  is beneficial when it meets the needs of all end users and produce 
policy decisions that are based on both relevant research and the needs of policymakers and the 
community.11 However, Greenhalgh and Wieringa (2011)15 reject the knowledge translation 
metaphor because many social science disciplines view knowledge differently than the medical 
sciences where knowledge is 'created', 'constructed', 'embodied', 'performed' and 'collectively 
negotiated' among stakeholders.  These authors suggest expanding the knowledge translation 
term to embrace practical wisdom (phronesis) that underpins judgments made in clinical 
medicine; the tacit knowledge (mindlines) that is built and shared among disciplinary 
practitioners; and the approaches used to understand the relationships between power structures 
to facilitate broad knowledge partnerships among various stakeholders, including researchers, 
practitioners, policymakers and private-sector commercial entities.12  
3.2 Research approach 
As discussed in Chapter 2, the concept of accountability is complex and ambiguous due to many 
dimensions and meanings depending on the nature of the setting, stakeholder, conduct and 
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obligation.16 For this body of PhD research, two perspectives were used to justify the research 
approaches suggested by Pelletier et al. (2013)1 and Greenhalgh and Wieringa.15  
These investigators underscore the need to negotiate different types of knowledge and diverse 
perspectives to create ‘actionable knowledge’ that can appraise and translate a body of evidence 
into policies and actions that address obesity and diet-related NCDs.  Their perspectives also 
recognize the importance of shared disciplinary knowledge (mindlines) between practitioners as 
well as trans-sectoral knowledge among different institutional stakeholders who have the 
capacity to improve the healthfulness of food environments at global and trans-national regional 
levels, and within national policy arenas.
This PhD thesis is comprised of five studies that used three theories and a mixed-methods 
research design to collect multiple forms of evidence to understand and answer several policy-
relevant questions.  The main research question was “What accountability mechanisms and 
processes are needed to ensure that the corporate practices of the global food industry will 
promote and not undermine healthy food and eating environments?” Four sub-research 
questions (RSQ) and specific objectives were formulated, along with guiding theories and 
conceptual frameworks, and appropriate research methods (Figures 3.2 and 3.3).  
A theory is useful to construct a research question, interpret data and predict or explain causes or 
influential factors that are investigated. Theories offer various lenses for researchers to explore 
complex issues and justify one’s actions.  A framework differs from a theory because it allows 
one to systematically reflect on specific principles and values to inform deliberations and policy-
relevant decisionmaking.  Frameworks are useful tools to help investigators identify and 
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visualize complex factors and normative considerations that may be overlooked unless specific 
principles are articulated to resolve value conflicts.17 There are many types of conceptual 
frameworks that serve different purposes: analytic, causal and explanatory frameworks; 
intervention and implementation frameworks; monitoring and evaluation frameworks;1 
regulatory frameworks; and ethical frameworks7,18 that are used to assist public health 
professionals and policymakers resolve ethical conflicts that arise due to the complex nature of 
obesity and NCD prevention and management. 
Pelletier et al. (2013)1 describe an overarching population nutrition research framework 
(grounded in the policy sciences) that is intended to unify the type, scale and scope of research 
conducted and used by researchers, funders and other decisionmakers.  The population health 
nutrition framework contains seven dimensions to position how a specific research initiative fits 
into a larger body of relevant research to identify knowledge gaps and prioritize research 
questions, which include:
(1) A focus of the food or nutrition problem (e.g., addressing obesity or reducing CVD risks).
(2) Level of society studied (e.g., global/national/regional/district/local and state versus non-state 
actors).
(3) Public sector of interest (e.g., public health, education, economic, trade, agriculture or multi-
sectoral).
(4) Problem-solving activities targeted (e.g., reflecting, agenda setting, implementing or 
evaluating).
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(5) Discipline used to study the problem (e.g., epidemiology, policy sciences, social sciences, 
law or a transdisciplinary approach).
(6) Purpose of conducting the research (e.g., to understand, describe, predict, build theory, test 
theory, engage or recommend).
(7) Social change elements (e.g., understanding the perspectives, assets, resources and power 
relationships among stakeholders; clarifying situations, strategies or outcomes and effects of 
interventions).    
There were no suitable conceptual frameworks that could be easily applied to understand 
institutional accountability structures within the context of healthy food environments.  
Therefore, RSQ1 used a comprehensive interdisciplinary literature search strategy to identify 
existing frameworks that could be adapted to meet the specific demands of food environments at 
global and transnational levels.  A desk review of 10 databases identified 26 eligible resources 
that had 15 interdisciplinary frameworks that were adapted to develop a four-step accountability 
framework (Chapter 4).  RSQ2 used business frameworks that are grounded in accountability 
and legitimacy theories to understand the social change dimensions of stakeholder engagement 
and accountability expectations within the context of voluntary partnerships at global and 
transnational levels (Chapter 5). 
RSQ3 used the IOM’s LEAD framework to locate, evaluate and assemble evidence to inform 
policy decisions to hold stakeholders accountable for promoting a healthful diet and healthy food 
and eating environments for Americans children and adolescents in the US context (Chapter 6).  
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The RSQ4 used Q methodology, a mixed-methods approach that applied factor analysis and 
abductive reasoning, to understand the views of diverse stakeholders about institutional 
responsibility and accountability for creating healthy food and eating environments in England.
Figure 3.4 illustrates my PhD research plan and timeline from September 2010 to September 
2013.
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The next section describes the specific research approaches and underlying theories used for the 
study on accountability for promoting a healthful diet and eating environments to American 
children and adolescents in the US context (study 4, Chapter 6, publications 4 to 7) and the study 
on accountability for promoting healthy food environments for the population in England (study 
5, Chapter 7, publication 8).  
3.3 Theories used for this research
Three theories (e.g., legitimacy, nudge and public health law) were used to design the research 
approach to guide the data collection used in study 5.  Each of these theories is grounded in a 
different discipline.  Legitimacy theory is used in the disciplines of business, finance and social 
accounting; nudge theory is grounded in behavioural psychology and economists; and public 
health law theory is used to inform democratic governance processes.  A brief overview of these 
theories is provided below and discussed in publication 1 in Chapter 4.  
3.3.1 Legitimacy theory
Accountability is a concept that conveys transparency, trustworthiness and legitimacy. 
Legitimacy is defined as ‘the general perception that the actions of an entity are desirable, proper 
or appropriate within a socially constructed system of social norms, values, beliefs and 
definitions.’19 Legitimacy theory is based on the premise of a perceived social contract between 
a company and the society in which it operates. The contract represents the societal expectations 
for how a company should conduct its business operations.20 Tilling identified two levels of 
legitimacy relevant to private corporations—the macro-level (institutional legitimacy) influenced 
by government, social norms and market-based economy values; and the micro-level (company-
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specific strategic legitimacy) that involves a cycle whereby an organization or company 
establishes, maintains, extends and defends or loses its legitimacy (Figure 3.5).21,22
Figure 3.5 Two layers of legitimacy theory
When accountability deficits or gaps exist, the legitimacy of an organization, company or even a 
government agency can be compromised.16 The challenge to a corporation’s legitimacy occurs 
when the public or a vocal stakeholder (such as the government, the media, or a public-interest 
watchdog NGO) perceives a gap between desirable social values and the policies and actions of 
an organization, company or a specific government agency.23 Public accusations of institutional 
misdeads can place a company or even a government agency into a legitimacy crisis.  To retain 
legitimacy, a company or agency must demonstrate that it operates by society’s value system and 
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addresses the legitimacy gap between society’s expectations and the organization’s or firm’s 
behavior.10,11 
Many types of businesses have had their legitimacy challenged over the past several decades due 
to the adverse impacts of their products or practices on human health and environmental 
sustainability. Examples include: the detrimental impacts of tobacco and alcohol companies on 
human health;24,25 the impact of mining and chemical companies on environmental 
degradation;26,27 the negative impact of the casino gambling industry, which has progressively 
transformed itself from a ‘socially illegitimate business’ to a ‘legitimate leisure business’ on 
human behavior;’28 and the adverse impact of the global food, beverage and quick-serve 
restaurant  (FBQSR) companies’ marketing practices and consumable products on social, 
environmental and human health outcomes.29
As discussed in Chapter 2, global FBQSR companies have received escalating external pressure, 
both nationally and globally, to acknowledge their contributory role to rising rates of obesity and 
diet-related NCDs and to be held accountable for these adverse outcomes.  In general, however, 
these companies have been able to maintain a high level of public trust and legitimacy in their 
corporate brands and commercial operations compared to other business sectors discussed above.
Corporations whose legitimacy and credibility have been threatened tend to engage in certain 
strategies to manage the risks to their corporate reputations and to re-establish legitimacy with 
their relevant stakeholders.30
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Lindblom31 has identified four major strategies that companies have used to respond to and 
defend legitimacy concerns: 
1. The company may educate and inform its relevant stakeholders about actual changes in 
the firm’s performance and activities.
2. The company may change the perceptions of its relevant stakeholders but does not 
change the firm’s actual behavior.
3. The company may manipulate perceptions of its relevant stakeholders by deflecting 
attention away from the issue of concern to other issues through an appeal to emotive 
symbols.
4. The company may change external expectations about the firm’s performance among its 
relevant stakeholders.  
3.3.2 Nudge theory
‘Nudge theory’ was coined by Richard Thaler, a behavioral economist, and Cass Sunstein, a law 
professor, in their 2009 book, Nudge: Improving Decisions about Health, Wealth and 
Happiness.32 The term is rooted in behavioral psychology and economics.  In contrast to the 
neoclassical economic model hypothesizing that human beings make rational choices that will 
maximize their personal satisfaction, nudge theory acknowledges the limitations of rational 
decisionmaking. Nudge theory advances the concept of ‘libertarian parternalism’ that maintains 
that small changes in people’s environments can influence their default options to facilitate
healthy lifestyle behaviors such as eating a healthy diet, engaging in physical activity, and 
moderating one’s alcohol consumption.32
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Proponents of nudge theory believe that choice architecture can potentially change both macro-
environment features (e.g., ambiance, functional design, food labelling, product presentation and 
serving sizes) and micro-environment characteristics (e.g., product availability, accessibility, 
affordability through pricing, proximity and placement).33   Critics of nudge theory view 
libertarian paternalism as ignoring ‘which public health objectives should be pursued and for 
whose benefit,’ as well as a way to re-conceptualize the relationship between the government 
and individuals or civil society to change perceptions of public and private law.34
Nudge theory recognizes three traits that substantially influence human behaviors: bounded 
rationality, bounded willpower and bounded selfishness.35 Bounded rationality represents the 
limited information-processing capabilities of individuals who compensate by using certain 
mental processes (i.e., overoptimism and overconfidence) and coping strategies (i.e., responding 
to external cues, status quo bias and loss aversion) that may foster unhealthy behaviors.  
Bounded willpower suggests that people tend to value the present rather than the future costs or 
benefits of a behavior, which affects their choices to support their long-term interests.  
Various tools can be used to address bounded willpower (i.e., receiving feedback to drive 
motivation toward a specific behavior, making commitment contracts to engage in future healthy 
behaviors or to discourage unhealthy behaviors). Bounded selfishness represents people changing 
their behaviors for altruistic or spiteful reasons. A more in-depth exploration of how the nudge 
theory has been applied to voluntary partnerships in England is described in publication 8 in 
Chapter 7.
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3.3.3 Public health law theory
Public health law involves applying the state’s legal powers and instruments to assure the 
conditions for people to be healthy.  Public health law places a special emphasis on the state to 
“constrain the autonomy, privacy, liberty, proprietary or other legally protected interests of 
individuals for the common good.”36 Gostin (2008)36 has identified seven core values that 
support public health law including: government power and responsibility, coercion and limits 
on state power, government's partners who protect and promote public health, a population 
focus, civic participation, prevention focus, and promoting social justice (Figure 3.6).
Public health law theory draws on two related theories to support the rationale for national 
governments to prioritize population health.  First, it borrows from the theory of human 
functioning, where health is the foundation to ensure personal well-being and enable citizens to 
take advantage of their social and political rights. Second, it draws on democracy theory, where 
governments are elected to primarily protect and promote the health, safety and welfare of the 
population.  Public health law theory is based on the premise that government is the public entity 
that acts on behalf of the people and gains its legitimacy through the political process where it 
has a primary responsibility for ensuring the public’s health.  Public health law theory views the 
“public interest” as more than the aggregation of individual interests so that everyone benefits 
from living in a society that regulates the risks shared by civil society.36
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Figure 3.6 Seven core values of public health law theory
Source: Gostin LO. A theory and definition of public health law. In: Gostin LO (editor) Public Health Law Power, 
Duty and Restraint. Revised and expanded second edition. University of California Press/Millbank Memorial Fund. 
Georgetown University/O’Neill Institute for National & Global Health Law Scholarship Research Paper No. 8, 
2008. http://ssrn.com/abstract=1269472 (reference 36).
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3.4 The LEAD framework
Studies 4 and 5 used the LEAD framework (e.g., locate, evaluate and assemble evidence to 
inform policy-relevant decisions) developed by an expert IOM committee in 2010.  The LEAD 
framework uses a systems approach to problem solving that requires a deeper understanding of 
the linkages, relationships, interactions and behaviors of a system’s elements;37 and encourages 
decisionmakers to identify the type of evidence required to answer specific public health 
questions when evidence is limited but actions must be taken.38
Assessing multi-stakeholder accountability for healthy food and eating environments is a 
complex issue requiring evidence pertaining to many topics to understand and evaluate overall 
progress made to inform future policies and actions.39 The LEAD framework encourages 
researchers to combine all of the available evidence with theory, professional experience, and
local wisdom to inform decisionmaking and integrates scientific evidence into broader factors 
that influence public health, food and nutrition policies (Figure 3.7). 
The LEAD framework was selected to conduct a desk review for study 4 because it was 
appropriate to the research objectives to use all available evidence to inform policy decisions and 
actions rather than relying exclusively on peer-reviewed published research.  In this context, the 
evidence reviewed included: peer-reviewed literature identified through electronic databases 
(i.e., MEDLINE, Science Direct, LexisNexis, Business Source Premier, Mergent and the Library 
of Congress); the grey literature (i.e., websites for US government agencies; food, beverage, 
restaurant and entertainment companies; and industry trade associations; legislative databases; 
studies and reports released by industry, government, NGOs, foundations and academic 
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institutions); media stories, press and news releases.  In addition to the LEAD framework, five 
qualitative-research criteria40,41 were used to validate and select the evidence to base the results 
and conclusions, which included data relevance, research-design quality, professional judgment, 
contextual analysis, and credibility by data verification.
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3.5 Q methodology
Q methodology is an exploratory research approach that represents a set of principles and 
techniques used to systematically examine and analyze the subjective dimensions of a social 
issue for which different points of view can be expressed by a group of individuals.42-47
In essence, Q methodology is an approach to find salient patterns among many people who think 
differently about an issue. Q methodology was developed during the 1930s by the British 
physicist and psychologist, William Stephenson, a student of Charles Spearman, the pioneer of 
factor analysis that was developed for the discipline of psychology. Stephenson postulated that 
factor analysis could be used to systematically study human subjectivity.48,49
Some maintain that the letter “Q” was selected because it preceded R in the alphabet and 
symbolized the need to define perspectives before conducting a survey to measure the frequency 
of occurrence of these perspectives within a selected population.50 Others suggest that William 
Stephenson used the principles of quantum physics to study human subjectivity.  In physics, 
quansal units are used to measure the potential behavior of electrons.  In the context of a Q study, 
quansal units represent the “quantification of salience of an issue studied. When Q participants 
sort statements into categories, the ones that are sorted near the mid-point of a normal 
distribution are deemed more salient to a person’s specific viewpoint.42 
3.5.1 Differences between Q and R methodologies
There are several distinct differences between Q and R methodologies that are summarized in 
Table 3.2 and discussed below.  
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R methodology is a research philosophy based on positivism, where scientific knowledge is 
deemed authentic only when data are derived from empirical evidence.  R methodology uses 
deductive or inductive reasoning, and emphasizes the criteria of internal and external validity, 
consistency and reliability, and neutrality and objectivity. Internal validity represents the degree 
to which the results of a study are true for a target population.  External validity, also called 
generalizability, represents the degree to which a study’s results are relevant for other 
populations in addition to the target population.51
Q methodology is based on a post-positivist view that the social realm cannot be understood 
exclusively by empiricism and researchers should focus on understanding social actions through 
peoples’ different interpretations of a phenomenon. The constructs of validity and 
generalizability have limited relevance for Q methodology because there are no universally 
accepted criteria to validate a person’s own point of view.42,44 Rather, the criteria of credibility, 
dependability, confirmability, transferability and applicability are more aligned with the results 
obtained from a Q methodology.
R methodology is interested in capturing the 'etic' point of view (which comes from the Latin 
word, phonetic) that refers to an observer’s viewpoint.  Q methodology is interested in the ‘emic’ 
point of view (which is derived from the Latin word, phonemic) that refers to an individual’s 
self-referential viewpoint.  Moreover, R methodology represents a hypothesis-testing tool that 
uses deductive or inductive reasoning to understand phenomena, whereas Q methodology is an 
exploratory approach that uses an inferential reasoning process called abduction to discover 
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information, based on intuition and differences in value judgments, to eventually develop a 
hypothesis that can be later tested through deductive or inductive reasoning52 (Table 3.3).
Table 3.3 Type of scientific reasoning is based on different methodological purposes
Type of scientific 
reasoning
Methodological purpose
Abduction A method of reasoning that begins with primary evidence for detected 
phenomena (including guesses, intuition or subjective factors) and 
inquires what could represent plausible causes. The iterative exploratory 
and judgmental discovery process leads to a logical explanation that can 
be used to generate a hypothesis.
Induction A method of reasoning that begins with a collection of cases and seeks 
common features and relationships to make general conclusions. 
The results may be used to generate one or more hypotheses.
Deduction A process that starts with an a priori hypothesis and asks whether
statistical analyses on newly generated data either confirm or refute it.
Source: Adapted from Mrtek RG, Mrtek MB. The editor’s dilemma: On the nature of inference. 
Q Conference. National Library of Medicine. October 4, 2007 (reference 52).
R methodology is used to study phenomena completed by a respondent whereas Q methodology 
selects participants who are asked to complete a Q sort of selected statements.  R factor analysis 
identifies inter-individual differences in characteristics or traits but the scores are all obtained in 
isolation so that each person is tested separately to prevent any influence on another person’s 
characteristic or performance.  Unlike standard surveys, Q methodology identifies the 
correlations within and across a group of individuals’ viewpoints rather than patterns across 
individual traits such as age, sex, ethnicity or socioeconomic status. 
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Q factor analysis produces scores that identify intra-individual differences among how people 
sort statements.  Thus, an individual purposefully reads all the statements, makes comparisons 
among them, and then assigns relative scores based on the comparisons.  Q methodology reduces 
many individual viewpoints to a few factors representing “collective viewpoints” or shared ways 
of thinking that reflect the sorters’ underlying beliefs and value systems.44-46  There are 
distinctive differences between how people think who load on factor 1 versus factor 2 versus 
factor 3. In order to ensure a diversity of perspectives, investigators must use a maximum 
variation purposive sampling strategy to recruit and select participants who think differently 
about the topic studied.  
For the reasons outlined in this Chapter 3, I selected Q methodology to understand participants’ 
views about accountability and healthy food environments in England.  I chose to conduct a face-
to-face Q sort to implement the study, although, about six different, reliable online Internet-based 
Q sort software programs (i.e., Flash Q, Flash Q – IE 7-8, QSorter, WebQ, WebQSort and 
Epimetrics Q-Assessor) are available from the QMethod website (http://qmethod.org/links)  that
can be customized to a study. The face-to-face Q sorting was chosen instead of the online sorting 
due to the sensitive nature of the topic and the need to build cross-cultural and professional 
rapport quickly with the recruited participants in order to gain access to insightful and privileged 
information about the Public Health Responsibility Deal Food Network.
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3.5.2 Using Q methodology for public health nutrition research
Q methodology has been used by many disciplines including nutrition and public health. 
Several Q studies have explored stakeholders’ views and perspectives about community-based 
childhood obesity prevention,53,54 food and economic security55-57 and genetically engineered 
foods.58,59 Other disciplines have used Q methodology to inform highly contested policy issues 
including land use, environmental stewardship and climate change.60-62
3.5.3 Study approval by university research integrity and ethics committees 
The lead investigator (VIK) completed and submitted an application and the study protocol was 
approved by the Office of Research Integrity at Deakin University in February 2012 and the 
Central University Ethics Committee, Secretary of the Medical Sciences at the University of 
Oxford in April 2012.  
3.5.4 Steps in a Q methodology study
A Q methodology study has six basic steps63 that are described in Table 3.4. The details for each 
step relevant to the study on accountability for healthy food and eating environments in England 
are described below.  The results are also discussed in more depth in Chapter 7 and Appendix G.
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Step 1: Formulate the research question
The primary research question was, “What accountability processes and mechanisms are needed 
for the Public Health Responsibility Deal Food Network partnerships to effectively promote 
health food and eating environments?” An in-depth discussion of how this question was 
formulated is described in Chapter 3. This question led to the selection of a mixed-methods 
research design to explore and understand the diverse viewpoints of stakeholders concerning 
stakeholder and institutional accountability for promoting healthy food and eating environments; 
and the benefits and risks of using a voluntary partnership approach to address unhealthy food 
environments; and areas of convergence and divergence among diverse stakeholders for the 
dimensions of responsibility and accountability explored.   
Step 2: Develop the concourse and Q sample
A discourse is a discussion about a specific topic that produces an account of reality by 
generating concepts with which to analyze it. The level of the discourse for the topic will 
influence the sophistication of the concourse developed for the issue.44,50,64  The concourse 
represents the population of possible statements to describe an issue studied rather than the Q 
sample itself.  The specific discourse related to corporate and government accountability for 
healthy food and eating environments involved collecting statements that represented the 
opinions, attitudes, beliefs and underlying value systems of stakeholders who have expressed 
opinions about accountability.  
Human values represent general and abstract principles or ideas about what is good or bad, 
desirable or undesirable, right or wrong, or appropriate or inappropriate.  Values may encompass 
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ethics, traditions, ideology, controversy and vested interests of individuals or groups. People may 
not easily be aware of their “value systems” that underlie their attitudes and beliefs and are much 
less negotiable than evidence, positions or interests.  If people are able to express their opinions 
about a topic, Q methodology can be used to tap into their value systems. The Q sort identified 
shared values among the stakeholders recruited, and the post Q-sort interview was used to 
understand their way of thinking about the statements concerning responsibility and 
accountability for healthy food environments. 
The overall goal in developing the concourse (n=150 statements) and the Q sample (n=48 
statements) was to select a subset of statements that are as broadly representative as possible of 
the ‘universe of subjective communicability’ for a selected topic.  This involved selecting 
statements based on the principle of homogeneity (a certain number of statements in each 
category should be similar) and the principle of heterogeneity (a certain number of statements in 
each category should be different).  
To develop the concourse, statements were collected from a wide variety of evidentiary sources 
including food, beverage and restaurant industry annual reports and corporate social 
responsibility reports; government policy reports, peer-reviewed journal articles, broadcast and 
print media stories and press releases, NGO and foundation reports, and website blogs.
Thereafter, the statements were categorized into four thematic domains grounded in three 
theories (i.e., legitimacy, nudge and public health law, which included:
(1) Concepts of stakeholder accountability and responsibility for obesity and lifestyle-related 
NCDs.
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(2) Concepts of corporate legitimacy relevant to new or evolving business models and PPPs 
involving FBQSR companies.
(3) Concepts of answerability (one dimension of accountability) relevant to the nature of 
information or education provided by FBQSR companies that address transparency, 
credibility, verifiability and trust.
(4) Concepts of enforceability (another dimension of accountability) relevant to voluntary 
industry pledges and commitments that are governed by self-regulation, as well as other 
policy tools including government legislation, regulation and litigation. 
The Q sample (n=48 statements) was selected to represent three different theoretically grounded 
perspectives (based on the principle of heterogeneity) about the various accountability 
dimensions to promote healthy food and eating environments.  Sixteen statements were selected 
to represent four thematic areas that were organized into a 12-cell matrix (3 perspectives x 4 
themes) (Table 3.5), which included: 
x statements (n=16) that supported a pro-business, industry self-regulatory and voluntary 
corporate disclosure approach;  
x statements (n=16) that supported an industry and government co-regulatory approach; 
and      
x statements (n=16) that supported a strong government intervention and regulatory 
approach.
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The language used in the Q sample was reviewed by all the co-investigators and the 
statements were pilot-tested among four individuals in England that resulted in iterative 
revisions.  Attention was given to the tone and word selection that was based on the familiar 
language to the recruited participants.
Step 3: Select the P set
The recruitment strategy involved targeting policy elites,65,66 who had privileged information 
or technical knowledge about the Food Network’s activities that was not accessible to the lay 
public, or were knowledgeable about the institutional cultures of government, industry, 
academia or non-governmental organizations within which decisionmaking occurred.  Six 
stakeholder categories were developed and prospective participants were listed in an Excel 
spreadsheet based on a review of the UK food policy literature and consultation 
documents67,68 and peer recommendations made by key advisors in England, including Dr. 
Mike Rayner at the University of Oxford; Dr. Susan Jebb, co-chair of the Public Health 
Responsibility Deal Food Network who is affiliated with the Medical Research Council in 
Cambridge, England; and Jane Landon, Deputy Chief Executive at the UK Heart Forum in 
London.
A maximum variation, purposive sampling strategy was used to identify and recruit 
potentially interested study participants. Participants were recruited from organizations, 
agencies, firms or companies that were either actively involved in or monitoring the Food 
Network’s activities, or whose interests would be affected by the Network’s decisions.   
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Step 4: Collect the evidence 
VIK sent an initial email request along with a brief description of the study (Appendix B) to 
the targeted participants and received either an email or a verbal confirmation of each 
participant’s interest in the study.  The final P set included 27 diverse policy elites were 
recruited from academic or research settings, government agencies, public-interest NGOs, 
industry trade associations (BINGOs) and the food industry sector.  
Before each meeting, VIK researched the background and professional affiliation of each 
consenting individual by performing a Google Internet search for those who agreed to 
participate in the study. This step was important for the lead investigator to become familiar 
with the organizational philosophy and specific activities and pledges that had been made by 
each organization for the Public Health Responsibility Deal Food Network.  VIK then 
scheduled a mutually convenient time to conduct the study over a two-hour period with each 
consenting participant.  VIK travelled by bus from Oxford to London, England or by train to 
nearby cities (e.g., Liverpool and Oxford) to meet each participant either at his/her worksite 
or a convenient setting.  After a brief introduction to the study, participants were given two 
copies of the consent form (Appendix A), were asked to sign both copies, and keep one for 
their records.  
The recruited participants were asked to complete a 7-item demographic questionnaire to 
self-report their Food Network membership, professional affiliation, sex, age range, ethnicity 
or race, education, income and political affiliation (Appendix C).  The results are reported in 
publication 8 in Chapter 7.  
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Each participant was given the same ‘conditions of instruction’ to sort the 48 statements, 
which had Velcro on the back to fasten it to a large laminated board, according to their 
personal views about the statements.  Participants were asked to place a statement in one of 
the 48 boxes to follow a 9-point fixed distribution ( 3, 4, 6, 7, 8, 7, 6, 4, 3) sorting pattern 
according to whether she/he “most agreed” (+4) or “least agreed” (-4) with each statement, 
and to sort inwards toward the center (-1, 0 and +1) and described as statements for which 
they were neutral or did not have strong opinions. The statement sorting instructions, list of 
48 statements, and statement sorting score sheet are available in Appendixes C to F.  
After the statement sorting process, VIK recorded the sorting patterns on a hard copy score 
sheet. The majority of the participants followed the forced distribution requested with only a 
few who diverted from the sorting pattern.  The rationale for requesting a forced distribution 
is to encourage people to make decisions and distinctions about what it is important and 
salient to them, which they do hundreds of times every day for various issues. The fact that 
certain respondents did not follow a forced distribution was not problematic as Brown42 has 
noted because it does not significantly affect the factor analysis results given the weighting of 
statements toward the extremes (strong agree and strongly disagree).
Each participant was then asked exploratory questions about the statements they had sorted at 
the extremes of the distribution (+4 and -4) and the mid-point of the distribution (-1, 0 to +1).  
The four co-investigators also completed a Q statement sort to explicitly acknowledge their 
own biases when interpreting the factors.  The lead researcher (VIK) and co-researchers (BS, 
ML and PH) each completed a Q sort and the three co-researchers were interviewed by VIK. 
One participant did not complete a Q sort. Having the researchers complete a Q sort and 
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interview was a form of "due diligence" because researcher bias exists for any method used 
to explore a specific research question.  Brown and Taylor70 suggest that Q methodology 
provides a way to account for these biases, which are important for ethical and practical 
reasons.  Ethically, it addresses the issue of the interpreter of the results who builds in a way 
to explicitly acknowledge his/her position on the issues explored. From a pragmatic 
perspective, having the researcher perform a statement sort reveals potential blind spots 
during the interpretation of the results.  Steps 5 and 6 (i.e., analyze and interpret the evidence) 
are discussed in more detail in Appendix G.
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Chapter 4: Background to publication 1
‘Publicity is justly commended as a remedy for social and industrial diseases. Sunlight is said to be 
the best of disinfectants; electric light the most efficient policeman.’ 
US Supreme Court Justice Louis Brandeis, Harper’s Weekly, 1913
Study 1: An accountability framework to promote healthy food environments 
This chapter defines and differentiates the concepts and principles of responsibility and 
accountability, and discusses the need to shift and reframe the prevailing discourse how to 
effectively address obesity and diet-related NCDs from “individual choice and personal 
responsibility for unhealthy diets” to that of “collective responsibility for unhealthy food 
environments” with a special emphasis on stakeholder accountability (e.g., government and
corporate accountability) to utilize all options to create a synergy that creates healthy food 
and eating environments (Figure 4.1). 
This PhD research is interested in understanding and clarifying the role of various food 
industry stakeholders in developing and implementing voluntary pledges and commitments to 
promote healthy food and eating environments either through alliances or cross-sectoral 
partnership with national governments.  If public-private partnerships (PPPs) are viewed as 
accountable, they are more likely to be trusted by the public to become a legitimate approach 
to address obesity and lifestyle-related NCDs at national and global levels.  As discussed in 
chapter 2, the available literature on partnerships suggests that they have different 
accountability expectations depending on their purpose, and also have a range of formal and 
informal mechanisms (i.e., legal, fiscal, ethical and reputational) to achieve partnership 
objectives and outcomes. 
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Figure 4.1 Reframing the obesity and NCD discourse from individual responsibility to 
stakeholder accountability
Publication #1 explores what is meant by healthy food and eating environments to improve 
population health.  This conceptual framework publication is deliberately placed first because 
it provides a rationale and basis for the publications that follow it. A literature review was 
conducted to identify conceptual frameworks and underlying theories to hold national 
governments, food industry sectors, and other stakeholders accountable for promoting healthy 
food environments. A framework differs from a theory in that it allows one to systematically 
reflect on specific issues to inform decisionmaking.  Frameworks are tools to help identify 
normative considerations that may be overlooked unless specific principles are articulated to 
resolve value conflicts.(1) The four-step accountability framework for promoting healthy food 
environments was informed by other disciplinary accountability frameworks, and the steps 
include: taking account (assessment), sharing the account (communication), holding to 
account (enforcement), and responding to the account (systemwide improvements).
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Publication 1
Kraak VI, Swinburn B, Lawrence M, Harrison P. An accountability framework to promote 
healthy food environments. Pub Health Nutr 2014 (in press).
 
Abstract
Objective: As obesity and diet-related non-communicable diseases (NCDs) increase 
worldwide, national governments are partnering with diverse stakeholders to address 
unhealthy food environments.  Clear accountability structures for stakeholders’ actions are 
needed to help governments manage power imbalances influencing food and nutrition 
policymaking processes.
Design: Interdisciplinary principles, conceptual frameworks and theories were identified 
concerning accountability for institutional performance.  
Setting: A desk review of 10 databases was conducted between November 2012 and May 
2013.
Subjects: Eligible resources (n=26) were reviewed and guiding principles of 15 
interdisciplinary frameworks were incorporated into a four step, healthy food environments 
accountability framework.
Results: The 4-step accountability framework involves an empowered body developing clear 
objectives, a governance process, and performance standards for all stakeholders to address 
unhealthy food environments. The independent body takes account (assessment), shares the 
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account (communication), holds to account (enforcement) and responds to the account 
(improvements).  Five mechanisms (e.g., institutional, financial, regulatory, legal and 
reputational) facilitate step 3—holding to account, which is the most challenging step.
The governance process should be transparent, credible, verifiable, trustworthy, responsive, 
fair and timely, and have the capacity to manage conflicts of interest and settle disputes.  
Conclusions: The increased reliance of national governments on food industry partnerships 
to develop, implement and evaluate policies to address unhealthy food environments requires 
explicit and independent accountability structures.  The proposed framework requires 
empirical testing to evaluate the added value and accountability structures of voluntary 
partnerships used to promote healthy food environments within a broader government-led 
strategy to address obesity and diet-related NCDs.
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Policy action to improve food environments exists at three levels: development, 
implementation, and monitoring and evaluation.  As obesity and NCDs have increased 
worldwide,1 norm-setting institutions such as the WHO recommend that national 
governments have primary responsibility and authority to develop policies that create 
equitable, safe, healthy and sustainable food environments to prevent and control obesity and 
diet-related NCDs.2-6
However, national governments are increasingly sharing or relinquishing their responsibility 
for policy development with nongovernmental stakeholders, especially unhealthy commodity 
industries that manufacture and market fast food, sweetened beverages and alcohol, which is 
discouraged.9-12  Expert bodies also recommend that governments engage all societal sectors 
to successfully reduce NCDs.3 Diverse stakeholders can share responsibility for 
implementing, monitoring and evaluating policies without compromising the integrity of 
these efforts.2-7
A century ago, US Supreme Court Justice Louis Brandeis advocated for government 
accountability by emphasizing public information disclosure and enforcement of laws to hold 
the government and corporations accountable for their impacts on society.8 His perspective 
remains salient to guide national governments’ engagement strategy with private-sector 
businesses and NGOs to address unhealthy food environments and improve diet-related 
population health outcomes.  
Governments are accountable to the people who elect them, and are expected to protect the 
policymaking process from commercial interests by upholding robust standards to promote 
public interests over private interests, ensure transparency, and manage conflicts of 
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interests.9-12 Some contend that there has been very limited progress to develop policies 
supporting healthy food environment due to commercial interest-group pressures.9-12
The purpose of this paper is to describe the current food policymaking context in high-
income countries before conducting an interdisciplinary evidence review of principles, 
frameworks and underlying theories about accountability for institutional performance.  
The results are used construct an accountability framework to address unhealthy food 
environments. We discuss the new accountability framework using current examples from 
high-income countries, which are relevant to government, food industry and NGOs in low-
and middle-income countries, to promote healthy food environments and address obesity and 
diet-related NCDs.
The global context 
The WHO’s 2004 Global Strategy on Diet, Physical Activity and Health2  emphasized that 
governments are responsible for developing policy within a national strategy to support 
healthy food environments and ensure that all stakeholders follow recommended guidelines 
and laws; businesses are responsible for adhering to laws and international standards; and 
NGOs are responsible for influencing consumer behavior and encouraging other stakeholders 
to support positive efforts.
Nearly a decade later, explicit language in the WHO’s 2013–2020 global action plan to 
prevent and control NCDs encouraged collaborative partnerships among government 
agencies, civil society and the private sector to meet recommended voluntary targets to 
reduce NCDs by 25 percent by 2025.3 The resolution approved by 194 Member States 
encouraged national governments to ‘ensure appropriate institutional, legal, financial and 
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service arrangements to prevent and control NCDs’.3 The WHO Director, Dr. Margaret Chan, 
recently criticized the food industry for opposing government regulation by blaming obesity 
on a lack of individual willpower instead of governments’ political will failure to regulate 
‘Big Business’.14
A limitation of many expert reports is the absence of guidance for how governments should 
manage power imbalances that influence policy, institutionalized norms and governance 
processes.  Accountability involves how and why decisions are made, who makes decisions, 
how power is used, whose views are important, and who holds decisionmakers to account.15  
Without strong accountability structures, governments are unlikely to implement the 
recommended actions to achieve the WHO’s global NCD reduction goal by 2025.3,16  
In July 2013, the UN Economic and Social Council adopted a resolution requesting the UN 
Secretary General to establish a WHO-led Interagency Task Force to coordinate and 
implement all UN organizational activities supporting the WHO’s 2003-2020 global action 
plan.16 The Task Force represents a transnational governance structure to advise 
governments, NGOs and the private sector on mobilizing stakeholders to reduce obesity and 
diet-related NCDs while safeguarding public health from potential conflicts of interest.16
Food environments
Food environments are conceptualized and interpreted in different ways.17-22
Emerging empirical research suggests that food environments influence the dietary choices, 
preferences, quality and eating behaviors of individuals and populations17-22 at local, national 
and global levels. In this paper, we define healthy food environments as the collective 
economic, policy and sociocultural conditions and opportunities21 and the physical sectors 
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(i.e., macro, meso and micro) and settings (i.e., home, schools, worksite, food retail outlets) 
that provide people with easy access to affordable foods and beverages that support a healthy 
diet and healthy weight to prevent obesity and diet-related NCDs (Figure 4.2).20-22
155
Figure 4.2 A socio-ecological model showing stakeholders involved in promoting healthy 
food and eating environments 
Sources: references 20-22
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A healthy diet aligns with national dietary guidelines recommended by authoritative 
bodies2,4,5,7,22-24 to offer a variety of nutrient-dense foods consumed in moderation for people 
to maintain a healthy weight.  An unhealthy diet is linked to poorer health outcomes25 
because it provides and promotes energy-dense and nutrient-poor dietary choices that 
encourage people to overconsume energy, total fat, saturated fat, artificial trans fats, added 
sugars and salt.26,27 Unhealthy diets and food environments drive three major NCDs 
contributing to premature global morbidity and mortality.1,3 In 2010, seven of the top 20 
deaths and disabilities worldwide were related to poor diet28 and excessive salt consumption 
and inadequate fruit and vegetable intake contributed to 10 percent of the global burden of 
disease.29
Government responsibility shifting to the private and NGO sectors
Since the 1970s, many western democracies have embraced neoliberal governance models 
that support government de-regulation, privatization of public services, devolution of 
government responsibility to the private sector and NGOs, and rely on public-private 
partnerships to address complex societal problems.30-32 
These trends have produced three outcomes. First, national governments have replaced 
public-interest language with the rhetoric of private interests and shifted the state’s 
responsibility to address social problems from the public sphere (e.g., collective concerns and 
social welfare) to the private sphere (e.g., individual or family concerns and self-help 
solutions.30-32   Second, major public policy choices are framed as economic solutions, such as 
what governments can afford rather than what will benefit the public’s interests.30-32
Third, private entities have used government legislative and legal institutions to secure 
corporate privileges over citizens’ rights.30,33,34
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These trends have created governance gaps in an era of industry self-regulation. Global food 
industry stakeholders have used instrumental, structural and discursive forms of power to 
influence policy development to legitimize commercial interests.35 Certain food industry 
stakeholders have set policy agendas, norms and rules through corporate lobbying and 
political campaign financing, and influenced regulatory agency decisions that impact food 
environments.35
Some suggest that governments have conspired with food industry stakeholders to obstruct 
meaningful action by engaging in voluntary partnerships that allow industry self-regulation 
without adequate accountability structures.30,35,36 These allegations highlight the need for 
clear accountability structures to prevent the ‘corporate capture of public health’36 where 
private-sector stakeholders circumvent government regulation by encouraging voluntary 
cooperation through non-adversarial partnerships, oppose government regulation based on 
technical or economic grounds, subvert regulation by spreading misinformation, and co-opt 
policymaking processes.36 
Responses to voluntary partnerships 
While strategic alliances and voluntary partnerships are recommended by numerous 
authoritative bodies2-7,16,22,24  as components of a multisectoral strategy to address unhealthy 
food environments, these mechanisms were not intended as the central approach of a coherent 
national obesity and NCD prevention strategy.  Several types of voluntary philanthropic, 
transactional and transformative partnerships have emerged to respond to nutrition-related 
challenges, ranging from undernutrition to obesity and diet-related NCDs.37                              
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These partnerships remain controversial because empirical evidence of their effectiveness is 
lacking to address specific food environment objectives without producing unintended 
consequences that undermine public health goals.11,37,38 
The food industry complex is comprised of many private-sector stakeholders who interact in 
different ways with government and other public and private entities to influence and respond 
to consumer demand (Figure 4.2).  Many food-industry stakeholders have responded to 
obesity and NCDs in several ways. Some have formed alliances and voluntary partnerships at 
global,43, regional44-47 and national48-50 levels by committing to food product reformulation or 
developing new products with healthier nutrient profiles by reducing salt, calories and 
saturated fat, and eliminating trans fats;43-45,47,48-50 implementing community-based childhood 
obesity prevention programs;45,46 providing nutrition information, out-of-home calorie and 
front-of-package labelling to inform marketplace purchases;43,49-51 and improving the quality 
of foods promoted to children and adolescents43,45,52,53 (Table 4.1).  Industry alliances and 
companies also have disseminated reports outlining their accomplishments48,54  or contracted 
third-party auditors to assess, verify and report on their performance for more contested 
issues.55,56
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Many public-interest NGOs, professional societies and academics have observed that large 
food industry stakeholders have privileged access to policymakers that permits financial and 
political lobbying to support business interests over public health interests.57-60  Corporate 
lobbying is one of many practices that has fueled public-interest NGO distrust of food 
industry practices including voluntary partnerships to address obesity and NCD rates.10,11,61-66
Despite the promise of collaborative approaches,37 certain public health advocates have 
deemed them to be ineffective at tackling food environment policy issues11 and have 
concluded that partnerships cannot mitigate harmful commercial practices without 
government legislation, regulatory oversight or legal action.66-69   
The background literature discussed shows that the focus has been primarily on establishing 
the boundaries for various stakeholders’ responsibility and measuring the effectiveness of 
voluntary partnerships to improve food environments.  There is limited empirical research on 
the accountability structures, processes and mechanisms required to build trust and ensure 
credibility for voluntary partnerships to promote healthy food environments.  This paper fills 
an important research and policy gap by seeking to integrate principles, conceptual 
frameworks and theories for institutional accountability to develop a new framework that 
national governments, food industry and NGO stakeholders can use to collectively promote 
healthy food environments to address obesity and diet-related NCDs.
Design
This review was guided by two research questions:  
(1) What types of accountability frameworks, principles and mechanisms are used to hold 
major stakeholders accountable for institutional performance to implement specific 
policies and actions to address unhealthy food environments? 
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(2) How can these findings inform the development of an accountability framework to 
hold relevant stakeholders accountable for promoting and not undermining healthy 
food environments? 
The accountability literature was initially explored to identify appropriate search terms.  
Due to the complexity and breadth of this literature, a systematic review was not used.  
Instead, an interdisciplinary literature review of ten databases (i.e., Academic Search 
Complete, Business Source Complete, CINAHL, Global Health, Health Business Elite, 
Health Policy Reference Center, Health Source, MEDLINE Complete, Political Science 
Complete and SocINDEX) was conducted over six months (November 2012 through May 
2013) for English-language documents (from January 1, 2000 through May 31, 2013) to 
identify principles, conceptual frameworks, and their underlying theories related to 
accountability for institutional performance.  A combination of subject heading and text 
terms were used to search the databases, including: accountability, responsibility, framework, 
government, industry, corporate, NGOs, the media, partnerships, alliances, performance, 
commitment, compliance and regulation.
Initially, hundreds of documents were recovered.  After subsequent search term refinements, 
we identified more than 180 peer-reviewed journal articles, reports and books. The retrieved 
records were screened by title and abstract, and imported into an Endnote database.  Full-text 
versions of potentially relevant sources were screened and read for inclusion.  The reference 
lists of the included documents were searched and supplemented by the grey literature to 
identify conceptual frameworks, theories and principles related to accountability for
institutional performance.  
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Results
The findings from 26 evidentiary sources based on 15 existing interdisciplinary frameworks 
included in this review are summarized in Table 2.  These findings were used to develop a 
new accountability framework that government and other stakeholders can use to promote 
healthy food environments.
Discussion
A synthesis of and critique of the accountability frameworks reviewed are provided in this 
section. Although accountability has several different theoretical underpinnings and meanings 
across the disciplines of international relations,70-72 trade73 and development;74-75
global governance for health and human rights;15,76-79-81 business, finance and social 
accounting;82-89 social psychology and behavioral economics;90-91  and public health policy 
and law;92-94 there are common principles across these diverse disciplines.
Responsibility involves individuals, groups, agencies or business firms acknowledging their 
commitments, obligations and societal expectations based on societal expectations, moral 
and/or legal standards.95 Accountability entails individuals or stakeholders answering to 
others empowered with authority to assess how well they have achieved specific tasks or 
goals and to enforce policies, standards or laws to improve desirable actions and outcomes. 
Accountability has traditionally entailed gathering information, monitoring and measuring 
financial or institutional performance against voluntary or mandatory standards, and using 
information to improve performance.15,70-94
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tio
na
l r
el
at
io
ns
, t
ra
de
 a
nd
 d
ev
el
op
m
en
t, 
hu
m
an
 r
ig
ht
s a
nd
 h
ea
lth
G
ra
nt
 &
 K
eo
ha
ne
 (2
00
5)
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R
at
io
na
l a
ct
or
 m
od
el
 fr
am
ew
or
k
Pr
in
ci
pa
l-a
ge
nt
 th
eo
ry
Ea
ch
 a
ct
or
 h
as
 h
is
/h
er
 o
w
n 
se
t o
f g
oa
ls
 a
nd
 o
bj
ec
tiv
es
, a
nd
 
th
es
e 
ac
to
rs
 ta
ke
 a
ct
io
n 
ba
se
d 
on
 a
n 
an
al
ys
is
 o
f t
he
 c
os
ts
 a
nd
 
be
ne
fit
s o
f v
ar
io
us
 a
va
ila
bl
e 
op
tio
ns
 to
 m
ax
im
iz
e 
th
ei
r s
el
f-
in
te
re
st
. 
In
 th
e 
tra
ns
na
tio
na
l a
nd
 g
lo
ba
l c
on
te
xt
s, 
ac
co
un
ta
bi
lit
y 
is
 
ba
se
d 
on
 a
 re
la
tio
ns
hi
p 
of
 p
ow
er
-w
ie
ld
er
s o
r a
ge
nt
s (
on
es
 
w
ho
 a
re
 h
el
d 
to
 a
cc
ou
nt
) a
nd
 p
rin
ci
pa
ls
 (o
ne
s w
ho
 h
ol
d 
to
 
ac
co
un
t) 
w
he
re
 th
er
e 
is
 g
en
er
al
 re
co
gn
iti
on
 o
f t
he
 le
gi
tim
ac
y 
of
 th
e 
st
an
da
rd
s f
or
 a
cc
ou
nt
ab
ili
ty
, a
nd
 th
e 
au
th
or
ity
 o
f t
he
 
pa
rti
es
 to
 th
e 
re
la
tio
ns
hi
p.
  T
he
 a
ge
nt
s a
re
 o
bl
ig
ed
 to
 a
ct
 in
 
w
ay
s t
ha
t a
re
 c
on
si
st
en
t w
ith
 a
cc
ep
te
d 
st
an
da
rd
s o
f b
eh
av
io
r 
or
 th
ey
 w
ill
 b
e 
sa
nc
tio
ne
d 
fo
r f
ai
lu
re
s t
o 
co
m
pl
y 
w
ith
 th
e 
st
an
da
rd
s.
B
ov
en
s (
20
07
)7
1
A
cc
ou
nt
ab
ili
ty
 e
va
lu
at
io
n 
fr
am
ew
or
k 
fo
r 
pu
bl
ic
 o
rg
an
iz
at
io
ns
 a
nd
 o
ff
ic
ia
ls
Pr
in
ci
pa
l-a
ge
nt
 th
eo
ry
Ea
ch
 a
ct
or
 h
as
 h
is
/h
er
 o
w
n 
se
t o
f g
oa
ls
 a
nd
 o
bj
ec
tiv
es
, a
nd
 
th
es
e 
ac
to
rs
 ta
ke
 a
ct
io
n 
ba
se
d 
on
 a
n 
an
al
ys
is
 o
f t
he
 c
os
ts
 a
nd
 
be
ne
fit
s o
f v
ar
io
us
 a
va
ila
bl
e 
op
tio
ns
 to
 m
ax
im
iz
e 
th
ei
r s
el
f-
in
te
re
st
.
Th
is
 fr
am
ew
or
k 
ca
n 
be
 u
se
d 
to
 m
ap
 a
nd
 e
va
lu
at
e 
th
e 
ad
eq
ua
cy
 o
f p
ol
iti
ca
l a
cc
ou
nt
ab
ili
ty
 a
rr
an
ge
m
en
ts
 fo
r p
ub
lic
 
or
ga
ni
za
tio
ns
 a
nd
 o
ff
ic
ia
ls
 w
ho
 e
xe
rc
is
e 
au
th
or
ity
 in
 th
e 
Eu
ro
pe
an
 U
ni
on
 (E
U
) o
r o
th
er
 g
ov
er
na
nc
e 
sy
st
em
 w
he
re
 
de
ci
si
on
s a
nd
 a
ct
io
ns
 im
pa
ct
 o
n 
so
ci
et
y.
 
It 
id
en
tif
ie
s t
hr
ee
 th
eo
re
tic
al
 a
cc
ou
nt
ab
ili
ty
 p
er
sp
ec
tiv
es
: 
(1
) D
em
oc
ra
tic
 p
er
sp
ec
tiv
e 
(e
.g
., 
po
pu
la
r c
on
tro
l m
ak
es
 th
e 
ci
tiz
en
s t
he
 p
rim
ar
y 
pr
in
ci
pa
ls
 in
 th
e 
pr
in
ci
pa
l-a
ge
nt
 m
od
el
 
w
ho
 a
re
 a
t t
he
 e
nd
 o
f t
he
 a
cc
ou
nt
ab
ili
ty
 c
ha
in
).
(2
) C
on
st
itu
tio
na
l p
er
sp
ec
tiv
e 
(e
.g
., 
ch
ec
ks
 a
nd
 b
al
an
ce
s a
nd
 
in
de
pe
nd
en
t j
ud
ic
ia
l p
ow
er
 fo
st
er
 a
 d
yn
am
ic
 e
qu
ili
br
iu
m
 to
 
ov
er
se
e 
go
od
 g
ov
er
na
nc
e)
.
(3
) L
ea
rn
in
g 
pe
rs
pe
ct
iv
e 
(e
.g
., 
ac
co
un
ta
bi
lit
y 
is
 a
n 
in
st
ru
m
en
t 
fo
r e
ns
ur
in
g 
th
at
 g
ov
er
nm
en
ts
, a
ge
nc
ie
s, 
bu
si
ne
ss
es
 a
nd
 
16
6
of
fic
ia
ls
 d
el
iv
er
 o
n 
th
ei
r p
ro
m
is
es
 o
th
er
w
is
e 
fa
ce
 
co
ns
eq
ue
nc
es
 o
r s
an
ct
io
ns
).
Th
e 
fr
am
ew
or
k 
de
sc
rib
es
 fo
ur
 w
ay
s o
f t
hi
nk
in
g 
ab
ou
t 
ac
co
un
ta
bi
lit
y:
 th
e 
na
tu
re
 o
f t
he
 se
tti
ng
 (5
 fo
ru
m
s)
, n
at
ur
e 
of
 
th
e 
st
ak
eh
ol
de
r (
4 
ty
pe
s)
, n
at
ur
e 
of
 th
e 
co
nd
uc
t (
3 
ty
pe
s)
 a
nd
 
na
tu
re
of
 th
e 
ob
lig
at
io
n 
(3
 ty
pe
s)
. 
(1
) T
o 
wh
om
 is
 th
e 
ac
co
un
t t
o 
be
 d
el
iv
er
ed
?
(a
) P
ol
iti
ca
l a
cc
ou
nt
ab
ili
ty
 (e
.g
., 
el
ec
te
d 
of
fic
ia
ls
, p
ol
iti
ca
l 
pa
rti
es
, v
ot
er
s a
nd
 th
e 
m
ed
ia
)
(b
) L
eg
al
 a
cc
ou
nt
ab
ili
ty
 (e
.g
., 
co
ur
ts
)
(c
) A
dm
in
is
tra
tiv
e 
ac
co
un
ta
bi
lit
y 
(e
.g
., 
au
di
to
rs
, i
ns
pe
ct
or
 
an
d 
co
nt
ro
lle
rs
)
(d
) P
ro
fe
ss
io
na
l a
cc
ou
nt
ab
ili
ty
 (e
.g
., 
pe
er
s)
(e
) S
oc
ia
l a
cc
ou
nt
ab
ili
ty
 (e
.g
., 
in
te
re
st
 g
ro
up
s, 
w
at
ch
do
g 
N
G
O
s)
.
(2
) W
ho
 is
 th
e 
ac
to
r o
r s
ta
ke
ho
ld
er
 to
 b
e 
he
ld
 a
cc
ou
nt
ab
le
? 
(a
) C
or
po
ra
te
 a
cc
ou
nt
ab
ili
ty
 (t
he
 o
rg
an
iz
at
io
n 
as
 th
e 
ac
to
r)
(b
) H
ie
rc
hi
ca
l a
cc
ou
nt
ab
ili
ty
 (o
ne
 fo
r a
ll)
(c
) C
ol
le
ct
iv
e 
ac
co
un
ta
bi
lit
y 
(a
ll 
fo
r o
ne
) 
(d
) I
nd
iv
id
ua
l a
cc
ou
nt
ab
ili
ty
 (e
ac
h 
pe
rs
on
 fo
r 
hi
m
se
lf/
he
rs
el
f)
(3
) W
hi
ch
 a
sp
ec
t o
f t
he
 c
on
du
ct
 is
 to
 b
e 
he
ld
 to
 a
cc
ou
nt
?
16
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(a
) F
in
an
ci
al
 
(b
) P
ro
ce
du
ra
l  
(c
) P
ro
du
ct
(4
) W
ha
t i
s t
he
 n
at
ur
e 
of
 th
e 
ac
co
un
ta
bi
lit
y 
ar
ra
ng
em
en
t?
(a
) V
er
tic
al
 a
cc
ou
nt
ab
ili
ty
 (e
.g
., 
fo
rm
al
 a
ut
ho
rit
y 
w
he
re
 o
ne
 
gr
ou
p 
ho
ld
s p
ow
er
 o
ve
r a
no
th
er
 g
ro
up
)
(b
) D
ia
go
na
l a
cc
ou
nt
ab
ili
ty
 (e
.g
., 
pr
ov
id
in
g 
ac
co
un
t t
o 
so
ci
et
y 
is
 v
ol
un
ta
ry
 a
nd
 th
er
e
ar
e 
no
 in
te
rv
en
tio
ns
 o
n 
th
e 
pa
rt 
of
 a
 p
rin
ci
pa
l p
ow
er
 w
ie
ld
er
 o
r a
cc
ou
nt
ab
ili
ty
 is
 re
nd
er
ed
 in
 
th
e 
sh
ad
ow
 o
f h
ie
ra
rc
hy
)
(c
) H
or
iz
on
ta
l a
cc
ou
nt
ab
ili
ty
 (e
.g
., 
w
he
n 
ag
en
ci
es
 a
cc
ou
nt
 
fo
r t
he
m
se
lv
es
, s
uc
h 
as
 m
ut
ua
l a
cc
ou
nt
ab
ili
ty
). 
  
St
ee
ts
 (2
01
0)
72
A
cc
ou
nt
ab
ili
ty
 m
od
el
 fo
r 
gl
ob
al
 p
ar
tn
er
sh
ip
s
Pr
in
ci
pa
l-a
ge
nt
 th
eo
ry
Ea
ch
 a
ct
or
 h
as
 h
is
/h
er
 o
w
n 
se
t o
f g
oa
ls
 a
nd
 o
bj
ec
tiv
es
, a
nd
 
th
es
e 
ac
to
rs
 ta
ke
 a
ct
io
n 
ba
se
d 
on
 a
n 
an
al
ys
is
 o
f t
he
 c
os
ts
 a
nd
 
be
ne
fit
s o
f v
ar
io
us
 a
va
ila
bl
e 
op
tio
ns
 to
 m
ax
im
iz
e 
th
ei
r s
el
f-
in
te
re
st
.
A
cc
ou
nt
ab
ili
ty
 p
rin
ci
pl
es
 fo
r g
lo
ba
l p
ar
tn
er
sh
ip
s v
ar
y 
de
pe
nd
in
g 
on
 th
e 
ty
pe
 o
f p
ar
tn
er
sh
ip
.  
Fo
ur
 m
aj
or
 ty
pe
s o
f 
pa
rtn
er
sh
ip
s h
av
e 
di
ff
er
en
t a
cc
ou
nt
ab
ili
ty
 st
an
da
rd
s:
  
(1
) P
ar
tn
er
sh
ip
s f
or
 a
dv
oc
ac
y 
an
d 
aw
ar
en
es
s-
ra
is
in
g 
(2
) P
ar
tn
er
sh
ip
s f
or
 ru
le
 se
tti
ng
 a
nd
 re
gu
la
tio
n 
 
(3
) P
ar
tn
er
sh
ip
s f
or
 p
ol
ic
y 
or
 p
ro
gr
am
 im
pl
em
en
ta
tio
n
(4
) P
ar
tn
er
sh
ip
s f
or
 g
en
er
at
in
g 
in
fo
rm
at
io
n.
W
ol
fe
 &
 B
ad
de
le
y 
(2
01
2)
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R
eg
ul
at
or
y 
tr
an
sp
ar
en
cy
 fr
am
ew
or
k
Ne
w 
tr
ad
e 
th
eo
ry
A
 se
t o
f e
co
no
m
ic
 m
od
el
s i
n 
in
te
rn
at
io
na
l t
ra
de
 th
at
 fo
cu
s o
n 
th
e 
ro
le
 o
f b
ui
ld
in
g 
la
rg
e 
in
du
st
ria
l b
as
es
 in
 c
er
ta
in
 in
du
st
rie
s 
an
d 
al
lo
w
in
g 
th
es
e 
se
ct
or
s t
o 
do
m
in
at
e 
th
e 
w
or
ld
 tr
ad
e 
m
ar
ke
t. 
A
cc
ou
nt
ab
ili
ty
 m
ec
ha
ni
sm
s r
ed
uc
e 
in
fo
rm
at
io
n 
as
ym
m
et
ry
 
an
d 
al
lo
w
 v
er
ifi
ca
tio
n 
by
 o
th
er
 p
ar
tie
s a
nd
 c
iti
ze
ns
 o
f 
na
tio
na
l l
aw
s, 
po
lic
ie
s a
nd
 im
pl
em
en
ta
tio
n 
ac
hi
ev
e 
in
te
nd
ed
 
ob
je
ct
iv
es
. T
he
 fr
am
ew
or
k 
ha
s t
hr
ee
 tr
an
sp
ar
en
cy
 p
rin
ci
pl
es
:
(1
) P
ub
lic
at
io
n 
of
 th
e 
tra
de
 ru
le
s (
e.
g.
, r
ig
ht
 to
 k
no
w
) 
(2
) P
ee
r r
ev
ie
w
 b
y 
go
ve
rn
m
en
ts
 (m
on
ito
rin
g 
an
d 
16
8
su
rv
ei
lla
nc
e)
 
(3
) P
ub
lic
 e
ng
ag
em
en
t (
e.
g.
, r
ep
or
tin
g 
on
 re
su
lts
 a
nd
 th
e 
ro
le
 
of
 n
on
-g
ov
er
nm
en
ta
l o
rg
an
iz
at
io
ns
 (N
G
O
s)
 a
s w
at
ch
do
gs
.
Jo
sh
i (
20
13
)7
4
O
’M
ea
lly
 (2
01
3)
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So
ci
al
 a
cc
ou
nt
ab
ili
ty
 fr
am
ew
or
k
Ch
an
ge
 th
eo
ry
Th
is
 th
eo
ry
 m
ap
s o
ut
 th
e 
st
ep
s, 
co
nd
iti
on
s o
r s
eq
ue
nc
e 
of
 
ev
en
ts
 fr
om
 in
pu
ts
 to
 o
ut
co
m
es
 to
 a
ch
ie
ve
 a
 d
es
ira
bl
e 
go
al
. 
It 
in
fo
rm
s h
ow
 o
ne
 c
on
ce
pt
ua
liz
es
 c
iti
ze
n-
le
d 
ac
co
un
ta
bi
lit
y 
ac
tio
ns
 to
 p
ur
su
e 
go
od
 g
ov
er
na
nc
e 
pr
ac
tic
es
.
Th
is
 fr
am
ew
or
k 
ex
am
in
es
 th
e 
co
nt
ex
tu
al
 fa
ct
or
s i
n 
m
ac
ro
 
an
d 
m
ic
ro
 e
nv
iro
nm
en
ts
 a
nd
 p
ro
ce
ss
es
 (c
au
sa
l c
ha
in
 fa
ct
or
s)
 
as
so
ci
at
ed
 w
ith
 a
ch
ie
vi
ng
 so
ci
al
 a
cc
ou
nt
ab
ili
ty
, w
hi
ch
 
re
pr
es
en
ts
 th
e 
br
oa
d 
ac
tio
ns
 th
at
 c
iti
ze
ns
 c
an
 ta
ke
 (i
n 
co
op
er
at
io
n 
w
ith
 o
th
er
 st
ak
eh
ol
de
rs
 in
cl
ud
in
g 
ci
vi
l s
oc
ie
ty
gr
ou
ps
 a
nd
 th
e 
m
ed
ia
) t
o 
ho
ld
 th
e 
go
ve
rn
m
en
t a
nd
 st
at
e 
ac
to
rs
 a
cc
ou
nt
ab
le
 fo
r i
m
pr
ov
in
g 
de
ve
lo
pm
en
t o
ut
co
m
es
. 
So
ci
al
 a
cc
ou
nt
ab
ili
ty
 h
as
 th
re
e 
m
ai
n 
co
m
po
ne
nt
s:
 
(1
) I
nf
or
m
at
io
n 
an
d 
tra
ns
pa
re
nc
y
(2
) C
iti
ze
n 
ac
tio
n 
 
(3
) A
n 
of
fic
ia
l r
es
po
ns
e 
to
 a
ch
ie
ve
 d
es
ire
d 
ou
tc
om
es
Th
e 
pr
in
ci
pl
es
 a
ss
oc
ia
te
d 
w
ith
 so
ci
al
 a
cc
ou
nt
ab
ili
ty
 in
cl
ud
e 
tra
ns
pa
re
nc
y 
an
d 
in
fo
rm
at
io
n 
co
lle
ct
io
n;
 o
pe
ra
tio
na
l t
oo
ls
 
(e
.g
., 
co
m
m
un
ity
 sc
or
ec
ar
ds
 o
r a
dv
oc
ac
y 
ca
m
pa
ig
ns
); 
in
st
itu
tio
na
l r
ef
or
m
 (e
.g
., 
po
lic
y,
 le
ga
l a
nd
 fi
na
nc
ia
l);
 m
od
es
 
of
 e
ng
ag
em
en
t (
e.
g.
, c
ol
la
bo
ra
tio
n,
 c
on
te
nt
io
n 
an
d 
ci
tiz
en
 
pa
rti
ci
pa
tio
n)
; a
nd
 a
 fo
cu
s o
n 
ou
tc
om
es
 (e
.g
., 
im
pr
ov
ed
 
se
rv
ic
e 
de
liv
er
y,
 a
ns
w
er
ab
ili
ty
 o
r s
an
ct
io
ns
). 
 
O
EC
D
 (2
00
9)
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R
oc
hl
in
 e
t a
l. 
(2
00
8)
15
St
ee
r &
 W
an
th
e 
(2
00
9)
77
Pa
rt
ne
rs
hi
p 
go
ve
rn
an
ce
 a
cc
ou
nt
ab
ili
ty
 fr
am
ew
or
k
G
ov
er
na
nc
e 
th
eo
ry
Th
is
 th
eo
ry
 w
as
 d
ev
el
op
ed
 b
y 
th
e 
W
or
ld
 B
an
k 
to
 su
pp
or
t 
pa
rtn
er
sh
ip
s f
or
 in
te
rn
at
io
na
l d
ev
el
op
m
en
t a
re
 fo
cu
se
d 
on
 
pu
bl
ic
 se
rv
ic
e 
an
d 
in
fr
as
tru
ct
ur
e 
(e
.g
., 
w
as
te
 m
an
ag
em
en
t a
nd
 
tra
ns
po
rt)
; d
el
iv
er
in
g 
re
so
ur
ce
s t
o 
ad
dr
es
s p
ub
lic
 h
ea
lth
 g
oa
ls
 
(e
.g
., 
H
IV
/A
ID
S,
 ro
ad
 sa
fe
ty
, c
ap
ac
ity
 d
ev
el
op
m
en
t a
nd
 
is
su
e-
ba
se
d 
ad
vo
ca
cy
). 
Th
is
 fr
am
ew
or
k 
of
fe
rs
 se
ve
ra
l p
rin
ci
pl
es
 to
 g
ui
de
 p
ar
tn
er
sh
ip
 
go
ve
rn
an
ce
 a
nd
 a
cc
ou
nt
ab
ili
ty
 to
 e
nh
an
ce
 p
ar
tn
er
sh
ip
 
cr
ed
ib
ili
ty
 a
nd
 e
ff
ec
tiv
en
es
s i
nc
lu
di
ng
:
(1
) B
ei
ng
 h
el
d 
to
 a
cc
ou
nt
 (c
om
pl
ia
nc
e)
(2
) G
iv
in
g 
an
 a
cc
ou
nt
 (t
ra
ns
pa
re
nc
y)
(3
) T
ak
in
g 
ac
co
un
t (
re
sp
on
si
ve
ne
ss
 to
 st
ak
eh
ol
de
rs
)
(4
) M
ut
ua
l a
cc
ou
nt
ab
ili
ty
 (c
om
pa
ct
s a
re
 b
ui
lt 
be
tw
ee
n 
pa
rtn
er
s a
nd
 re
le
va
nt
 st
ak
eh
ol
de
rs
) a
nd
16
9
(5
) C
re
at
e 
in
ce
nt
iv
es
 fo
r g
oo
d 
pa
rtn
er
sh
ip
 g
ov
er
na
nc
e 
sy
st
em
s t
ha
t s
ta
ke
ho
ld
er
s t
ru
st
.
R
ug
er
 (2
01
2)
78
Sh
ar
ed
 h
ea
lth
 g
ov
er
na
nc
e 
fr
am
ew
or
k
Sh
ar
ed
 h
ea
lth
 g
ov
er
na
nc
e 
th
eo
ry
A
n 
al
te
rn
at
iv
e 
to
 g
lo
ba
l h
ea
lth
 g
ov
er
na
nc
e 
th
eo
ry
 b
as
ed
 o
n 
a 
m
or
al
 c
on
ce
pt
io
n 
of
 g
lo
ba
l h
ea
lth
 ju
st
ic
e 
th
at
 a
ss
er
ts
 a
 d
ut
y 
to
 
re
du
ce
 in
eq
ua
lit
ie
s, 
ad
dr
es
se
s t
hr
ea
ts
 to
 h
ea
lth
, a
nd
 id
en
tif
ie
s 
sh
ar
ed
 g
lo
ba
l a
nd
 d
om
es
tic
 h
ea
lth
 re
sp
on
si
bi
lit
ie
s. 
Th
is
 fr
am
ew
or
k 
ad
vo
ca
te
s f
or
 a
 sh
ar
ed
 g
lo
ba
l g
ov
er
na
nc
e 
fo
r 
he
al
th
 to
 re
du
ce
 su
b-
op
tim
al
 re
su
lts
 o
f s
el
f-
m
ax
im
iz
at
io
n 
of
 a
 
pr
in
ci
pa
l-a
ge
nt
 th
eo
ry
-b
as
ed
 fr
am
ew
or
k.
  A
 so
ci
al
 a
gr
ee
m
en
t 
m
od
el
 su
pp
or
ts
 c
ol
le
ct
iv
e 
ac
tio
ns
 b
as
ed
 o
n 
th
re
e 
fe
at
ur
es
:
(1
) P
ar
tn
er
sh
ip
s a
re
 d
ef
in
ed
 b
y 
sh
ar
ed
 g
oa
ls
(2
) C
le
ar
 o
bj
ec
tiv
es
 a
nd
 a
gr
ee
d 
ro
le
s a
nd
 re
sp
on
si
bi
lit
ie
s
(3
) S
ha
re
d 
ex
pe
rti
se
 a
nd
 a
cc
ou
nt
ab
ili
ty
 to
 p
ur
su
e 
go
al
s. 
W
or
ld
 H
ea
lth
 O
rg
an
iz
at
io
n 
(2
01
1)
79
A
cc
ou
nt
ab
ili
ty
 fr
am
ew
or
k 
fo
r 
w
om
en
’s
 a
nd
 c
hi
ld
re
n’
s 
he
al
th
H
um
an
 ri
gh
ts 
th
eo
ry
B
as
ed
 o
n 
th
e 
pr
em
is
e 
th
at
 th
er
e 
is
 a
 ra
tio
na
l m
or
al
 o
rd
er
 th
at
 
pr
ec
ed
es
 so
ci
al
 a
nd
 h
is
to
ric
al
 c
on
di
tio
ns
 a
nd
 a
pp
lie
s c
er
ta
in
 
un
iv
er
sa
l r
ig
ht
s t
o 
al
l h
um
an
 b
ei
ng
s a
t a
ll 
tim
es
. 
Th
e 
C
om
m
is
si
on
 o
n 
In
fo
rm
at
io
n 
an
d 
A
cc
ou
nt
ab
ili
ty
 fo
r 
W
om
en
’s
 a
nd
 C
hi
ld
re
n’
s H
ea
lth
 d
ev
el
op
ed
 te
n 
re
co
m
m
en
da
tio
ns
 a
nd
 a
 th
re
e-
st
ep
 a
cc
ou
nt
ab
ili
ty
 fr
am
ew
or
k 
to
 e
ns
ur
e 
th
at
 a
ll
w
om
en
 a
nd
 c
hi
ld
re
n 
ac
hi
ev
e 
he
al
th
y 
eq
ui
ty
 
an
d 
at
ta
in
 th
e 
fu
nd
am
en
ta
l h
um
an
 ri
gh
t o
f t
he
 h
ig
he
st
 
st
an
da
rd
 o
f h
ea
lth
.  
Th
e 
fr
am
ew
or
k 
ha
s t
hr
ee
 in
te
rc
on
ne
ct
ed
 g
ui
di
ng
 p
rin
ci
pl
es
 
(e
.g
., 
m
on
ito
r, 
re
vi
ew
 a
nd
 a
ct
) t
ha
t i
nf
or
m
 c
on
tin
uo
us
 
im
pr
ov
em
en
t. 
 It
 li
nk
s a
cc
ou
nt
ab
ili
ty
 fo
r r
es
ou
rc
es
 to
 th
e 
re
su
lts
, o
ut
co
m
es
 a
nd
 im
pa
ct
s t
he
y 
pr
od
uc
e;
 a
nd
 in
vo
lv
es
 
ac
tiv
e 
en
ga
ge
m
en
t o
f n
at
io
na
l g
ov
er
nm
en
ts
, c
om
m
un
iti
es
 
an
d 
ci
vi
l s
oc
ie
ty
 w
ith
 st
ro
ng
 li
nk
s b
et
w
ee
n 
na
tio
na
l a
nd
 
gl
ob
al
 m
ec
ha
ni
sm
s. 
U
N
 H
um
an
 R
ig
ht
s O
ff
ic
e 
(2
01
1)
80
Pr
ot
ec
t, 
re
sp
ec
t a
nd
 r
em
ed
y 
fr
am
ew
or
k
H
um
an
 ri
gh
ts 
th
eo
ry
B
as
ed
 o
n 
th
e 
pr
em
is
e 
th
at
 th
er
e 
is
 a
 ra
tio
na
l m
or
al
 o
rd
er
 th
at
 
pr
ec
ed
es
 so
ci
al
 a
nd
 h
is
to
ric
al
 c
on
di
tio
ns
 a
nd
 a
pp
lie
s c
er
ta
in
 
un
iv
er
sa
l r
ig
ht
s t
o 
al
l h
um
an
 b
ei
ng
s a
t a
ll 
tim
es
. 
Th
e 
gu
id
in
g 
pr
in
ci
pl
es
 o
f t
hi
s t
hr
ee
-s
te
p 
fr
am
ew
or
k 
in
cl
ud
e:
 
(1
) P
ro
te
ct
io
n:
st
at
es
 (n
at
io
na
l g
ov
er
nm
en
ts
) h
av
e 
a 
le
ga
l 
an
d 
po
lic
y 
du
ty
 to
 p
ro
te
ct
 a
ga
in
st
 h
um
an
 ri
gh
ts
 a
bu
se
s.
(2
) R
es
pe
ct
: c
or
po
ra
tio
ns
 h
av
e 
a 
re
sp
on
si
bi
lit
y 
to
 re
sp
ec
t 
hu
m
an
 ri
gh
ts
 a
nd
 m
us
t a
ct
 w
ith
 d
ue
 d
ili
ge
nc
e 
to
 id
en
tif
y,
 
pr
ev
en
t, 
m
iti
ga
te
 a
nd
 a
cc
ou
nt
 fo
r h
ow
 th
ey
 a
dd
re
ss
 im
pa
ct
s 
17
0
on
 h
um
an
 ri
gh
ts
.
(3
) R
em
ed
y:
 g
ov
er
nm
en
ts
 a
re
 h
el
d 
ac
co
un
ta
bl
e 
w
he
n 
th
ey
 
fa
il 
to
 ta
ke
 a
pp
ro
pr
ia
te
 st
ep
s t
o 
in
ve
st
ig
at
e,
 p
un
is
h 
an
d 
re
dr
es
s h
um
an
 ri
gh
ts
 a
bu
se
s b
y 
co
rp
or
at
io
ns
 th
ro
ug
h 
ef
fe
ct
iv
e 
po
lic
ie
s, 
le
gi
sl
at
io
n,
 re
gu
la
tio
ns
 a
nd
 a
dj
ud
ic
at
io
n.
 
B
on
ita
 e
t a
l. 
(2
01
3)
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A
cc
ou
nt
ab
ili
ty
 fr
am
ew
or
k 
fo
r 
N
C
D
 p
re
ve
nt
io
n
Ac
co
un
ta
bi
lit
y 
th
eo
ry
 
Th
is
 th
eo
ry
 d
oe
s n
ot
 a
ss
um
e 
a 
tru
st
-b
as
ed
 re
la
tio
ns
hi
p 
be
tw
ee
n 
a 
pr
in
ci
pa
l (
th
e 
on
e 
w
ho
 h
ol
ds
 to
 a
cc
ou
nt
) a
nd
 th
e 
ag
en
t (
th
e 
on
e 
w
ho
 is
 h
el
d 
to
 a
cc
ou
nt
). 
A
ge
nt
s (
or
ga
ni
za
tio
ns
) 
ca
nn
ot
 b
e 
tru
st
ed
 to
 a
ct
in
 th
e 
be
st
 in
te
re
st
s o
f t
he
 p
rin
ci
pa
l 
(s
oc
ie
ty
) w
he
n 
th
er
e 
is
 a
 c
on
fli
ct
 b
et
w
ee
n 
bo
th
 p
ar
tie
s. 
St
ro
ng
 le
ad
er
sh
ip
 is
 re
qu
ire
d 
fr
om
 g
ov
er
nm
en
ts
 to
 m
ee
t 
na
tio
na
l c
om
m
itm
en
ts
 to
 th
e 
U
N
 p
ol
iti
ca
l d
ec
la
ra
tio
n 
on
 
pr
ev
en
tin
g 
an
d 
m
an
ag
in
g 
N
C
D
s a
nd
 to
 a
ch
ie
ve
 th
e 
go
al
 o
f a
 
25
 p
er
ce
nt
 re
du
ct
io
n 
in
 p
re
m
at
ur
e 
N
C
D
 m
or
ta
lit
y 
by
 2
02
5.
  
Th
is
 th
re
e-
st
ep
 a
cc
ou
nt
ab
ili
ty
 fr
am
ew
or
k 
is
 b
as
ed
 o
n 
th
e 
U
N
 
Pr
ot
ec
t, 
R
es
pe
ct
 a
nd
 R
em
ed
y 
fr
am
ew
or
k 
de
sc
rib
ed
 a
bo
ve
.  
Th
e 
st
ep
s i
nc
lu
de
:
(1
) M
on
ito
rin
g
st
ak
eh
ol
de
rs
’ p
ro
gr
es
s t
ow
ar
d 
co
m
m
itm
en
ts
;
(2
) R
ev
ie
wi
ng
pr
og
re
ss
 a
ch
ie
ve
d;
 a
nd
 
(3
) R
es
po
nd
in
g
ap
pr
op
ria
te
ly
 to
 a
dd
re
ss
 N
C
D
s.
D
is
ci
pl
in
es
: b
us
in
es
s, 
fin
an
ce
 a
nd
 so
ci
al
 a
cc
ou
nt
in
g
D
ee
ga
n 
(2
00
2)
82
Is
le
s (
20
07
)8
3
M
oe
rm
an
 &
 
V
an
 D
er
 L
aa
n 
(2
00
5)
84
N
ew
el
l (
20
08
)8
5
St
an
w
ic
k 
&
 S
ta
nw
ic
k 
(2
00
6)
86
Sw
ift
 (2
00
1)
87
C
or
po
ra
te
 a
cc
ou
nt
ab
ili
ty
 fr
am
ew
or
k
Le
gi
tim
ac
y 
th
eo
ry
A
 p
er
ce
iv
ed
 so
ci
al
 c
on
tra
ct
 e
xi
st
s b
et
w
ee
n 
a 
co
m
pa
ny
 a
nd
 th
e 
so
ci
et
y 
in
 w
hi
ch
 it
 o
pe
ra
te
s. 
Th
e 
co
nt
ra
ct
 re
pr
es
en
ts
 th
e 
so
ci
al
 
ex
pe
ct
at
io
ns
 fo
r h
ow
 a
 c
om
pa
ny
 sh
ou
ld
 c
on
du
ct
 it
s b
us
in
es
s 
op
er
at
io
ns
.
St
ak
eh
ol
de
r t
he
or
y
Ex
te
nd
s l
eg
iti
m
ac
y 
th
eo
ry
 to
 c
on
si
de
r h
ow
 st
ak
eh
ol
de
rs
 
de
m
an
d 
di
ff
er
en
t i
nf
or
m
at
io
n 
fr
om
 b
us
in
es
se
s, 
w
hi
ch
 re
sp
on
d 
A
cc
ou
nt
ab
ili
ty
 p
rin
ci
pl
es
 fo
r f
in
an
ci
al
 a
cc
ou
nt
in
g 
or
 
co
rp
or
at
e 
so
ci
al
 re
sp
on
si
bi
lit
y 
(C
SR
) o
r s
us
ta
in
ab
ili
ty
 
re
po
rti
ng
 in
cl
ud
e:
 p
ub
lic
 in
fo
rm
at
io
n 
an
d 
fin
an
ci
al
 
di
sc
lo
su
re
s, 
au
di
ta
bi
lit
y,
 c
om
pl
et
en
es
s, 
re
le
va
nc
e,
 a
cc
ur
ac
y,
 
tra
ns
pa
re
nc
y,
 c
om
pa
ra
bi
lit
y,
 ti
m
el
in
es
s, 
in
cl
us
iv
en
es
s, 
cl
ar
ity
, c
he
ck
s a
nd
 b
al
an
ce
s, 
st
ak
eh
ol
de
r d
ia
lo
gu
e,
 sc
op
e 
an
d 
na
tu
re
 o
f t
he
 p
ro
ce
ss
, m
ea
ni
ng
fu
ln
es
s o
f i
nf
or
m
at
io
n,
 a
nd
 
re
m
ed
ia
tio
n 
to
 a
dd
re
ss
 m
is
co
nd
uc
t. 
 T
w
o 
le
ve
ls
 o
f l
eg
iti
m
ac
y 
re
le
va
nt
 to
 c
or
po
ra
tio
ns
 in
cl
ud
e 
m
ac
ro
-a
nd
 m
ic
ro
-le
ve
ls
.
(1
) M
ac
ro
-le
ve
l (
in
st
itu
tio
na
l l
eg
iti
m
ac
y)
 is
 in
flu
en
ce
d 
by
 
go
ve
rn
m
en
t, 
so
ci
al
 n
or
m
s, 
an
d 
m
ar
ke
t-b
as
ed
ec
on
om
y 
17
1
Ti
lli
ng
 &
 T
ilt
 (2
01
0)
88
Ti
lt 
(2
01
0)
89
to
 th
es
e 
de
m
an
ds
 in
 se
ve
ra
l w
ay
s.
va
lu
es
.
(2
) M
ic
ro
-le
ve
l (
co
m
pa
ny
-s
pe
ci
fic
 st
ra
te
gi
c 
le
gi
tim
ac
y)
 
in
vo
lv
es
 a
 c
yc
le
 w
he
re
by
 a
 c
om
pa
ny
 e
st
ab
lis
he
s, 
m
ai
nt
ai
ns
, 
ex
te
nd
s a
nd
 d
ef
en
ds
 o
r l
os
es
 it
s i
ns
tit
ut
io
na
l l
eg
iti
m
ac
y.
D
is
ci
pl
in
es
: s
oc
ia
l p
sy
ch
ol
og
y 
an
d 
be
ha
vi
ou
ra
l e
co
no
m
ic
s
Ir
an
ie
t a
l. 
(2
00
2)
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Sc
hl
en
ke
r’
s t
ri
an
gl
e 
m
od
el
 o
f a
cc
ou
nt
ab
ili
ty
So
ci
al
 p
sy
ch
ol
og
y 
th
eo
ry
D
ra
w
s f
ro
m
 a
 b
ro
ad
 ra
ng
e 
of
 sp
ec
ifi
c 
th
eo
rie
sf
or
 v
ar
io
us
 
ty
pe
s o
f s
oc
ia
l a
nd
 c
og
ni
tiv
e 
ph
en
om
en
a.
W
he
n 
in
di
vi
du
al
s a
nd
 g
ro
up
s i
n 
so
ci
et
y 
ar
e 
he
ld
 a
cc
ou
nt
ab
le
 
fo
r t
he
ir
ac
tio
ns
, c
iti
ze
ns
 c
an
 tr
us
t t
ha
t t
ho
se
 in
di
vi
du
al
s a
nd
 
gr
ou
ps
 w
ill
 fo
llo
w
 so
ci
et
y’
s r
ul
es
, a
nd
 if
 th
e 
ru
le
s a
re
 b
ro
ke
n,
 
th
e 
of
fe
nd
er
s w
ill
 b
e 
ap
pr
op
ria
te
ly
 sa
nc
tio
ne
d.
W
ith
 re
ga
rd
 to
 g
en
et
ic
al
ly
 e
ng
in
ee
re
d 
fo
od
s, 
w
he
n 
th
e 
lin
ks
 
be
tw
ee
n 
th
e 
th
re
e 
co
m
po
ne
nt
s o
f t
he
 m
od
el
 (e
.g
., 
pr
es
cr
ip
tio
ns
, e
ve
nt
s a
nd
 id
en
tif
y)
 a
re
 st
ro
ng
, c
on
su
m
er
s w
ill
 
be
 a
bl
e 
to
 ju
dg
e 
in
du
st
ry
 a
nd
 g
ov
er
nm
en
t a
s b
ei
ng
 
ac
co
un
ta
bl
e 
fo
r t
he
ir 
po
lic
ie
s a
nd
 a
ct
io
ns
.
(1
) P
re
sc
rip
tio
ns
 a
re
 ru
le
s a
nd
 re
gu
la
tio
ns
 th
at
 g
ov
er
n 
co
nd
uc
t.
(2
) E
ve
nt
sa
re
 a
ct
io
ns
 a
nd
 th
ei
r c
on
se
qu
en
ce
s. 
(3
) I
de
nt
ity
 re
pr
es
en
ts
 th
e 
ro
le
s a
nd
 c
om
m
itm
en
ts
 o
f e
ac
h 
gr
ou
p.
D
ol
an
 e
t a
l. 
(2
01
0)
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M
IN
D
SP
A
C
E
 fr
am
ew
or
k
Nu
dg
e 
th
eo
ry
Th
is
 th
eo
ry
 is
 g
ro
un
de
d 
in
 b
eh
av
io
ur
al
 p
sy
ch
ol
og
y 
an
d 
ec
on
om
ic
s a
nd
 w
as
 d
ev
el
op
ed
 T
ha
le
r a
nd
 S
un
st
ei
n 
in
 th
e 
bo
ok
, N
ud
ge
: I
m
pr
ov
in
g 
D
ec
isi
on
s a
bo
ut
 H
ea
lth
, W
ea
lth
 a
nd
 
H
ap
pi
ne
ss
(2
00
8)
.T
he
 th
eo
ry
 d
es
cr
ib
es
 h
ow
 p
eo
pl
e 
ca
n 
po
te
nt
ia
lly
 b
e 
in
ce
nt
iv
iz
ed
to
 m
ak
e
sm
al
l c
ha
ng
es
 b
as
ed
 o
n 
Th
e 
M
IN
D
SP
A
C
E 
fr
am
ew
or
k 
w
as
 p
ro
po
se
d 
by
 th
e 
U
ni
te
d 
K
in
gd
om
 (U
K
) B
eh
av
io
ur
al
 In
si
gh
ts
 T
ea
m
 st
af
f t
o 
in
fo
rm
 
th
e 
U
K
 C
oa
lit
io
n 
G
ov
er
nm
en
ts
’ e
ff
or
ts
 to
 im
pr
ov
e 
po
pu
la
tio
n 
he
al
th
 in
 E
ng
la
nd
.  
M
IN
D
SP
A
C
E 
is
 a
n 
ac
ro
ny
m
 
re
pr
es
en
tin
g 
th
e 
pr
in
ci
pl
es
 o
f m
es
se
ng
er
, i
nc
en
tiv
es
, n
or
m
s, 
de
fa
ul
ts
, s
al
ie
nc
e,
 p
rim
in
g,
 a
ff
ec
t, 
co
m
m
itm
en
t a
nd
 e
go
.
Th
e 
M
IN
D
SP
A
C
E 
fr
am
ew
or
k 
is
 d
es
ig
ne
d 
to
 fo
st
er
 p
er
so
na
l 
17
2
th
ei
r c
ho
ic
e 
ar
ch
ite
ct
ur
e,
w
hi
ch
 re
pr
es
en
ts
th
e 
co
nt
ex
t i
n 
w
hi
ch
 th
ey
m
ak
e 
ch
oi
ce
s, 
in
 o
rd
er
 to
 c
re
at
e 
th
e 
ci
rc
um
st
an
ce
s 
th
at
 w
ill
 e
nc
ou
ra
ge
 th
em
 to
 m
ak
e 
th
e 
he
al
th
y 
ch
oi
ce
 th
e 
de
fa
ul
t c
ho
ic
e 
an
d
fa
ci
lit
at
e 
de
si
ra
bl
e
lif
es
ty
le
-r
el
at
ed
 
be
ha
vi
or
s t
o 
su
pp
or
t g
oo
d 
he
al
th
.
ac
co
un
ta
bi
lit
y 
fo
r i
nd
iv
id
ua
l b
eh
av
io
rs
, a
nd
 is
 in
te
nd
ed
 to
 
im
pr
ov
e 
pu
bl
ic
 a
cc
ou
nt
ab
ili
ty
 fo
r t
he
 U
K
 C
oa
lit
io
n 
G
ov
er
nm
en
t t
o 
us
e 
pu
bl
ic
 re
so
ur
ce
s m
or
e 
ef
fic
ie
nt
ly
 a
nd
 
fa
irl
y.
  
Th
e 
fr
am
ew
or
k 
ac
kn
ow
le
dg
es
 th
at
 e
le
ct
ed
 M
em
be
rs
 o
f 
Pa
rli
am
en
t a
nd
 p
ub
lic
 se
rv
an
ts
 h
av
e 
a 
ke
y 
ro
le
 fo
r b
ei
ng
 h
el
d 
ac
co
un
ta
bl
e 
fo
r t
he
ir 
de
ci
si
on
s a
bo
ut
 d
es
ira
bl
e 
an
d 
un
de
si
ra
bl
e 
be
ha
vi
or
s, 
an
d 
th
e 
st
ra
te
gi
es
 ta
ke
n 
by
 th
e 
U
K
 
C
oa
lit
io
n 
G
ov
er
nm
en
t t
o 
en
co
ur
ag
e
de
si
ra
bl
e 
be
ha
vi
or
s t
ha
t 
in
flu
en
ce
 h
ea
lth
. 
D
is
ci
pl
in
es
: p
ub
lic
 h
ea
lth
 p
ol
ic
y 
an
d 
la
w
G
os
tin
 (2
00
8)
92
St
at
e 
pu
bl
ic
 h
ea
lth
 tu
rn
in
g 
po
in
t m
od
el
 
Pu
bl
ic
 h
ea
lth
 la
w
 th
eo
ry
Th
is
 th
eo
ry
, w
hi
ch
 is
 ro
ot
ed
 in
 h
um
an
 fu
nc
tio
ni
ng
 a
nd
 
de
m
oc
ra
cy
 th
eo
rie
s, 
is
 b
as
ed
 o
n 
th
e 
pr
em
is
e 
th
at
 
go
ve
rn
m
en
t a
ct
s o
n 
be
ha
lf 
of
 th
e 
pe
op
le
 a
nd
 g
ai
ns
 it
s 
le
gi
tim
ac
y 
th
ro
ug
h 
th
e 
po
lit
ic
al
 p
ro
ce
ss
 w
he
re
 it
 h
as
 a
 
pr
im
ar
y 
re
sp
on
si
bi
lit
y 
fo
r e
ns
ur
in
g 
th
e 
pu
bl
ic
’s
 h
ea
lth
.  
Th
is
 fr
am
ew
or
k 
is
 g
ro
un
de
d 
in
 th
re
e 
st
at
e 
pr
in
ci
pl
es
: p
ow
er
, 
du
ty
 a
nd
 re
st
ra
in
t a
nd
 c
on
ta
in
s f
iv
e 
co
m
po
ne
nt
s:
(1
) T
he
 p
op
ul
at
io
n 
el
ec
ts
 th
e 
go
ve
rn
m
en
t a
nd
 h
ol
ds
 th
e 
st
at
e 
ac
co
un
ta
bl
e 
fo
r a
 m
ea
ni
ng
fu
l l
ev
el
 o
f h
ea
lth
 p
ro
te
ct
io
n 
an
d 
pr
om
ot
io
n.
(2
) G
ov
er
nm
en
t p
rio
rit
iz
es
 p
re
ve
nt
iv
e 
an
d 
po
pu
la
tio
n 
he
al
th
.
(3
) G
ov
er
nm
en
t e
na
bl
es
 c
iti
ze
ns
 to
 ta
ke
 a
dv
an
ta
ge
 o
f t
he
ir 
so
ci
al
 a
nd
 p
ol
iti
ca
l r
ig
ht
s. 
(4
) G
ov
er
nm
en
t p
ar
tn
er
s t
o 
pr
ot
ec
t a
nd
 p
ro
m
ot
e 
pu
bl
ic
 h
ea
lth
. 
(5
) G
ov
er
nm
en
t p
ro
m
ot
es
 so
ci
al
 ju
st
ic
e.
IO
M
 (2
01
1a
, b
)9
3,
94
M
ea
su
re
m
en
t a
nd
 le
ga
l f
ra
m
ew
or
ks
 fo
r 
pu
bl
ic
 h
ea
lth
  
ac
co
un
ta
bi
lit
y
Pu
bl
ic
 h
ea
lth
 la
w
 th
eo
ry
Th
is
 th
eo
ry
 m
ai
nt
ai
ns
 th
at
 la
w
s a
nd
 p
ub
lic
 p
ol
ic
y 
ar
e 
th
e 
ba
si
s f
or
 g
ov
er
nm
en
t a
ut
ho
rit
y 
to
 im
pl
em
en
t m
ul
tis
ec
to
ra
l 
ap
pr
oa
ch
es
 to
 im
pr
ov
e 
po
pu
la
tio
n 
he
al
th
.  
Th
e 
th
eo
ry
 
Th
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Other relevant principles that are similar across existing frameworks are trust, inclusivity, 
transparency and verification; government leadership and good governance; public 
deliberations to respond to stakeholders’ interests and concerns; establishing or strengthening 
independent bodies (e.g., ombudsman or adjudicator); empowering regulatory agencies and 
using judicial systems to ensure fair and independent assessments; recognizing compliance 
and performance achievements with incentives (e.g., carrots) and addressing misconduct or 
non-performance with disincentives (e.g., sticks); and taking remedial actions to improve 
institutional performance and accountability systems.15,70-94
The investigators reviewed 15 existing accountability frameworks derived from the 26 
evidence sources reviewed (Table 4.2).  None of the frameworks were specific to creating 
healthy food environments.  Bovens71 described a conceptual framework to evaluate the 
adequacy of political accountability arrangements for public governance that identified four 
ways of considering accountability according to the nature of the setting, stakeholder, 
conduct and obligation. 
This review found limitations for the three-step UN Human Rights Office’s Protect, Respect 
and Remedy framework80 and NCD Prevention’s Monitoring, Review and Respond
framework.81   We saw a need to differentiate between ‘remedy’ and ‘respond’ for national 
government or an empowered authority to hold all stakeholders to account, which is distinct 
action from monitoring the effectiveness of the enforcement actions. Several existing 
frameworks reviewed lacked an explicit step to make system-wide changes to refine and 
improve accountability structures based on continuous learning.
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The IOM has identified four accountability steps to promote population health that were 
central to informing our framework that include: 
(1) establish a neutral and arms-length body with a clear charge to accomplish goals; 
(2) ensure that the body has authority and capacity to undertake required activities; 
(3) measure accomplishments against a clear charge given to the body; and 
(4) improve accountability effectiveness by establishing a feedback loop to make system-
wide improvements.93   
The IOM also identified several accountability challenges for complex systems, such as: 
the limited ability to attribute the impact of promising interventions to a specific stakeholder 
group; a long time frame before the intervention impacts are observed; and the need to assess 
certain stakeholders’ actions that may concurrently support and undermine population health 
goals.93
Mutual accountability of global alliances and partnerships 
Transnational alliances and partnerships have various purposes and accountability demands.72
Partnerships designed to raise awareness and advocate (e.g., Global Partnership for 
Handwashing) emphasize compliance with relevant rules and regulations, financial 
accountability, and jointly working toward the partnership’s mission.  Partnerships intended 
for self-regulation (e.g., Global Reporting Initiative) emphasize transparency and democratic 
participation.  Partnerships designed to implement a policy or program (e.g., Global Alliance 
for Improved Nutrition) emphasize stakeholders’ performance for clearly defined objectives 
and performance outcomes. Partnerships used to generate information (e.g., World Action on 
Salt for Health) emphasize impartiality through professional independence, accuracy and 
quality.72 
176
Mutual accountability occurs when two or more partners agree to be held responsible for 
voluntary commitments they make to each other.76,77 However, these arrangements often 
have weak or non-existent enforcement structures thereby requiring more formal independent 
accountability mechanisms13,81 to tackle complex problems such as obesity and diet-related 
NCDs.11-13,96 
Accountability framework to promote healthy food environments
The accountability framework that we developed is based on government appointing an 
empowered and independent body with a well-defined charge to develop clear objectives, a 
governance process, performance standards and indicators for all stakeholders to address 
unhealthy food environments, and to report back on progress.  The four-step framework 
involves taking account (assessment), sharing the account (communication), holding to 
account (enforcement) and responding to the account (improvements) (Figure 4.3).  
Although it is a non-linear process, we describe it in a stepwise manner to simplify one’s 
understanding of the accountability dimensions. The governance process should be 
transparent, credible, verifiable, trustworthy, responsive, fair and timely; and have 
institutionalized mechanisms to identify and manage conflicts of interest and settle disputes.  
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Taking the account
This step involves an independent body collecting, reviewing, verifying, monitoring and 
evaluating meaningful data to establish benchmarks and to analyze each stakeholder’s 
compliance with implementing policies and practices that impact food environments and 
diet-related population health. Clear reporting expectations and time frames are needed to 
achieve specific performance outcomes. 
UN system bodies, governments, and private foundations have appointed expert 
committees and independent commissions to review evidence from the public domain, 
including the peer-reviewed and grey literature, and trusted advisors,97 watchdog NGOs, 
as well as self-reported evidence by firms through CSR reports and investment banking 
firms or auditors who examine and report on performance using specific indexes that 
compare and rank company performance within certain sectors.55-56,98-99   The WHO has 
finalized a global monitoring framework and action plan to prevent and control NCDs 
2013–2020 that offer nine voluntary global targets and 25 indicators3,16  which require 
tailoring to the national contexts of member states.  
The Access to Nutrition Index (ATNI) is a recent monitoring initiative that has rated 25 
of the world’s largest food and beverage manufacturers on nutrition-related 
commitments, disclosure practices and performance related to undernutrition and 
obesity.102 The ATNI offers indicators across seven categories (e.g., corporate 
governance, product portfolio, accessibility of products, marketing practices, support for 
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healthy lifestyles, food labelling and health claims, and stakeholder engagement 
including policymakers) to score companies according to promising or best practices.
A 2013 evaluation found that most companies lacked transparency by not publicly 
sharing their nutrition-related practices and did not adhere to many public 
commitments.102 Evaluations of the European Union’s (EU) Platform for Action on Diet 
revealed that clearly defined, measurable objectives were lacking in the early stages but 
strengthened over time to inform political judgments about the value of the EU 
Platform’s partnerships.45,103 
In the US, private foundations are funding independent evaluations of private-sector 
pledges to improve food environments, such as the baseline and subsequent evaluations 
for the collective pledge made by 16 food manufacturers in 2010 through the Health 
Weight Commitment Foundation to remove 1.5 trillion calories from the US food supply 
by 2015 (Table 4.1).43,104 The Partnership for a Healthier America105 is another example 
of a foundation working with external verifiers to independently review progress for 
private-sector commitments.
Sharing the account
This step involves the empowered body communicating the results to all stakeholders 
through a deliberative and participatory engagement process.  This step is important for 
several reasons: to encourage transparency and understanding among stakeholders about 
the development of the performance standards and accountability expectations; to foster 
dialogue among stakeholders who hold divergent views and positions on food 
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environment issues; to facilitate shared learning among participating stakeholders, 
especially food industry and public-interest NGO stakeholders, to better understand each 
other’s positions and constraints; to develop reasonable timelines for action; and to 
inform accountability actions at subsequent steps.
Evaluations of stakeholder engagement processes provide important insights into 
accountability structure gaps, needs and challenges.  One example is that of a 
collaborative engagement process involving food retailers and civil society groups in the 
UK to establish sustainability benchmarks.106 The process was deemed too conciliatory 
by public-interest NGOs compared with the food retailers who perceived that there was 
insufficient consensus building. Moreover, participating NGOs criticized the overreliance 
on retailers’ self-reported data and the lack of consequences for non-participating 
companies. Food retailers were concerned that their participation in this process would be 
used to develop a new government regulatory framework to raise expectations about their 
performance.106
Holding to account
Holding to account is the most difficult of the framework because it involves empowered 
groups appraising and either recognizing performers or enforcing policies, regulations 
and laws for non-participants or under-performers through institutional, financial, 
regulatory, legal or reputational mechanisms.70 There are several accountability 
challenges at the international level related to sanctioning powers because treaties, 
conventions and resolutions have limited capacity to hold national governments 
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accountable for protecting food environments and population health.  For example, the 
2010 UN resolution to reduce unhealthy marketing to children recommended 10 actions 
but the UN lacks legal authority, oversight or enforcement capacity to compel 
governments to reduce unhealthy food marketing to children.107
National governments can leverage various incentives (e.g., tax breaks, investment 
decisions or praising) and disincentives (e.g., fines, divestment, penalties, litigation, 
naming or shaming)70 to hold stakeholders to account for their policies and practices that 
impact food environments. Some of the most effective voluntary agreements include 
disincentives and reputational costs for non-participation and sanctions for non-
compliance.70,108 Adjudication is another option where a national government can 
appoint an ombudsman to mediate and manage disputes to avoid costly litigation and 
address complex dilemmas arising from power asymmetries among food environment 
stakeholders.109 In April 2013, UK legislation enabled the appointment of an 
independent Groceries Code Adjudicator to ensure that large food retailers will adhere to 
the Groceries Supply Code of Practice and treat their suppliers fairly within legal 
stipulations.110
Holding to account may also involve public-interest NGOs rating and publicizing 
government and corporate practices that influence food environments.  Watchdog NGOs 
can purse ‘social accountability goals’74,75 by exposing socially unacceptable practices 
including government corruption or food industry lobbying;111,112  utilize disclosure laws 
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that compel governments to release information;113 work with investigative journalists to 
expose government and corporate practices that impact food environments and 
population health;114-116 use advocacy and activism such as boycotts;117-119 parents’ 
juries;120 praising model performing companies and naming or shaming non-participating 
or under-performing stakeholders;121-123 encourage corporations to endorse investors’ 
statements that recognize health, wellness and nutrition as drivers of future economic 
food-industry sector growth;99,121,124 and spearhead shareholder advocacy to change 
corporate practices,121,125 which may requires repeated attempts when resolutions are 
rejected by company boards.126 
Responding to the account
Responding to the account involves stakeholders taking remedial actions to improve their 
performance and strengthen systemic accountability structures.  This step involves 
monitoring the fidelity of policy implementation; enforcement of policies, regulations 
and laws; and assessment of how effectively the empowered authority applies incentives 
and disincentives to promote healthy food environments. Step four encourages 
refinements to build stronger internal and external approaches to track a company’s 
performance on commitments and targets, and should address ‘pseudoaccountability,’ 
where weak regulations give an appearance of enforcing high standards but do not lead to 
meaningful changes.127 
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Implications
This proposed accountability framework has several implications.  First, this framework 
can inform current discussions about accountability for obesity and diet-related NCDs, 
such as guiding model private-sector practices to optimize good performance and 
minimize undesirable corporate practices.  Second, the framework provides 
recommendations for steps 3 and 4 (holding and responding to the account), which have 
been especially weak in existing frameworks.  Third, by working through all four steps, 
the framework encourages all stakeholders to explicitly examine power relationships and 
accountability expectations.  Fourth, we provide several formal and informal mechanisms 
for all groups to hold each other to account, rather than exclusively through regulatory 
options that have been recommended most often but not pursued. Finally, the proposed 
framework requires empirical testing on existing and future partnerships to evaluate 
whether accountability structures can be strengthened to improve partnership credibility, 
engagement and impact on healthy food environments.
Conclusions 
The reliance of national governments on food industry partnerships to develop and 
implement policies for unhealthy food environments requires explicit, transparent and 
independent accountability structures. The proposed accountability framework is based 
on an empowered body developing clear objectives, a governance process, and 
performance standards for all stakeholders to address unhealthy food environments. 
The body takes account (assessment), shares the account (communication), holds to 
account (enforcement) and responds to the account (improvements).  The governance 
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process must be transparent, credible, verifiable, trustworthy, responsive, fair and timely, 
and manage conflicts of interest and settle disputes. The proposed framework should be 
empirically tested to evaluate the accountability structures and added value of voluntary 
partnerships to promote healthy food environments within a broader government-led 
strategy to address obesity and diet-related NCDs.
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Chapter 5: Background to publications 2-3
“The role of international partners is of paramount importance in achieving the goal and 
objectives of the Global Strategy, particularly with regard to issues of a transnational nature, or 
where the actions of a single country are insufficient. Coordinated work is needed among the 
organizations of the United Nations system, intergovernmental bodies, nongovernmental 
organizations, professional associations, research institutions and private sector entities.”
                                              WHO Global Strategy on Diet, Physical Activity and Health, 2004
Studies 2 and 3: Accountability of voluntary partnerships to address global public 
health nutrition challenges
The two publications in this chapter explore how voluntary partnerships, strategic 
alliances and coalitions are used to address global public health nutrition challenges 
ranging from undernutrition (e.g., stunting, wasting and micronutrient deficiencies) to
obesity and diet-related NCDs (e.g., type 2 diabetes, cardiovascular diseases, certain 
types of cancer). These partnership arrangements involve many different institutional 
stakeholders including UN System organizations (e.g., UNICEF, UNSCN, World Food 
Programme (WFP) and WHO); PINGOs such as CARE and Save the Children
International; global food manufacturers (e.g., The Coca Cola Company, Kraft Foods, 
General Mills, Nestle and PepsiCo), quick-serve restaurant companies (e.g., McDonald’s 
Corporation and Yum! Brands) and industry trade associations (e.g., Grocery 
Manufacturers Association).
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Publication #2 examines the partnerships and alliances of 15 transnational food, beverage 
and fast food or quick-serve restaurant companies with selected UN System 
organizations, government agencies and PINGOs to address global nutrition challenges.(1)
Launched in 1999, the UN Global Compact is the largest voluntary corporate citizenship 
initiative in the world that was designed to engage industry and improve business 
practices to promote 10 voluntary principles that address human rights, labour, 
environmental and anti-corruption (Figure 5.1).   A review(1) of the CSR reports of 15 
global FBQSR companies found that only half (n = 7) of 15 companies were signatories 
to the UN Global Compact in 2011 (Figures 5.2 and 5.3).  A further analysis identified 
the need for possible amendments to the UN Global Compact to explicitly incorporate 
nutrition, health and wellness principles into business practices (Figure 5.4).(2)
These issues have generated intense controversy in recent years, especially leading up to 
the UN Millennium Summit on Preventing NCDs that was held in New York City in 
September 2011.(3) Following the UN Summit, the Conflicts of Interest Coalition(4) was 
formed to address the concerns raised by more than 80 PINGOs for the UN System,
especially organizations with nutrition- and public health-related mandates, to recognize 
and distinguish between business- and public-interest NGOs (e.g., BINGOs versus 
PINGOs) and to develop a code of conduct and a clear ethical framework for institutional 
stakeholders to interact in acceptable ways with food industry stakeholders to
acknowledge and manage actual and perceived conflicts of interest.  In particular, the 
Conflict of Interest Coalition identified the need for national governments to recognize 
their primary responsibility for policy development to promote the public’s health 
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interests.  Relinquishing or sharing that responsibility with nongovernmental 
stakeholders, especially unhealthy commodity industries (e.g., tobacco, alcohol, fast food 
and sweetened beverages) is discouraged because it represents a conflict of interest.(4)
In contrast to policy development, it is accepted that diverse stakeholders should share 
responsibility for the policy implementation process developed by norm-setting 
government or UN institutions, and to support the independent monitoring and 
evaluation of policies to create healthy food environments.(5) This differentiation is
necessary for reasons explored and outlined in the publication in chapter 4.  Moreover, it 
has been suggested that a critical analysis of the process, outcomes and unintended 
consequences of partnerships and strategic alliances is warranted because of the growing 
neoliberal ideological discourse that allows commercial entities and wealthy sponsors to 
become equal and legitimate partners and stakeholders in public affairs.(6)
In 2010, the WHO released two documents that recognized the potential contributions of 
commercial private-sector businesses, and outlined the rationale and guidelines for 
Member States to engage with the private sector through collaboration and partnerships. 
These documents also provided recommendations for governments to conduct due 
diligence to manage perceived or actual partnership risks related to public health 
initiatives.(7-8)
In 2012, the WHO updated these guidelines and principles based on growing concerns 
among civil society and public health groups about voluntary partnerships with 
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commercial enterprises.  Three discussion papers were released to foster constructive 
dialogue among diverse groups about the potential role of partnerships for obesity and 
NCD prevention and control.(9-10) The WHO also initiated a consultancy to develop 
acceptable guidelines for using partnerships to respond to the proposed Global Action 
Plan to Prevent and Control NCDs 2013 – 2012(11) and to implement the proposed global 
monitoring framework and voluntary global targets and indicators to prevent and control 
NCDs.(12) This is an ongoing process that will be addressed at the 66th World Health 
Assembly Meeting in Geneva in May 2013.
As discussed in chapter 2, partnerships are used for many purposes including to stimulate 
advocacy and awareness, initiate rule-setting and regulatory action, develop and 
implement policy, generate information and research, and implement programs and 
coordinated action.(14) Partnership interactions may range from networking to
coordinating and cooperating to collaborating (Figure 5.5).(15)
Publication #3 describes partnership opportunities, benefits and challenges; and tools and 
approaches to assist NGOs to engage with the private sector to address global public 
health nutrition challenges and provides a six-step decision-making tool for PINGOs to 
use to determine whether, under what circumstances, and how to optimize voluntary 
partnerships with global FBQSR companies.(16)
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Figure 5.1 Profile of leading global food and beverage companies and their signatory 
status to the UN Global Compact, 2011
Sources: Adapted from references (1) and (2).
(1). Kraak VI, Swinburn B, Lawrence M, Harrison P. The Accountability of Public-Private Partnerships 
with Food, Beverage and Restaurant Companies to Address Global Hunger and the Double Burden of 
Malnutrition. In: SCN News. Nutrition and Business: How to Engage? No. 39, 2011:11-24. 
http://www.unscn.org/files/Publications/SCN_News/SCNNEWS39_10.01_high_def.pdf.
(2). Kraak VI, Swinburn B, Lawrence M, Harrison P. The accountability of public-private partnerships with 
food, beverage and restaurant companies to address global public health nutrition challenges. Congress of 
the World Public Health Nutrition Association with Abrasco (the Brazilian Association of Collective 
Health). Rio de Janeiro, Brazil. 27-30 April, 2012.
http://wphna.org/downloadsjune2012/12-04%20PPPs%20Rio2012%20Vivica%20Kraak.pdf.
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Figure 5.2 Profile of leading global quick-serve restaurant companies and their 
signatory status to the UN Global Compact, 2011
Sources: Adapted from references (1) and (2).
(1). Kraak VI, Swinburn B, Lawrence M, Harrison P. The Accountability of Public-Private Partnerships 
with Food, Beverage and Restaurant Companies to Address Global Hunger and the Double Burden of 
Malnutrition. In: SCN News. Nutrition and Business: How to Engage? No. 39, 2011:11-24. 
http://www.unscn.org/files/Publications/SCN_News/SCNNEWS39_10.01_high_def.pdf.
(2). Kraak VI, Swinburn B, Lawrence M, Harrison P. The accountability of public-private partnerships with 
food, beverage and restaurant companies to address global public health nutrition challenges. Congress of 
the World Public Health Nutrition Association with Abrasco (the Brazilian Association of Collective 
Health). Rio de Janeiro, Brazil. 27-30 April, 2012.
http://wphna.org/downloadsjune2012/12-04%20PPPs%20Rio2012%20Vivica%20Kraak.pdf.
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Figure 5.3 Ten principles of the UN Global Compact, 1999
Sources: References (2-4).
(2). Kraak VI, Swinburn B, Lawrence M, Harrison P. The accountability of public-private partnerships 
with food, beverage and restaurant companies to address global public health nutrition challenges. 
Congress of the World Public Health Nutrition Association with Abrasco (the Brazilian Association of 
Collective Health). Rio de Janeiro, Brazil. 27-30 April, 2012. 
http://wphna.org/downloadsjune2012/12-04%20PPPs%20Rio2012%20Vivica%20Kraak.pdf.
(3). UN Global Compact, 2011. http://www.unglobalcompact.org/.
(4). Fall and Zahran MM. United Nations corporate partnerships: The role and functioning of the Global 
Compact. United Nations: Geneva, 2010. 
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Figure 5.4 Proposed amendments to the UN Global Compact, 2012
Sources: References (2-4).
(2). Kraak VI, Swinburn B, Lawrence M, Harrison P. The accountability of public-private partnerships with 
food, beverage and restaurant companies to address global public health nutrition challenges. Congress of 
the World Public Health Nutrition Association with Abrasco (the Brazilian Association of Collective 
Health). Rio de Janeiro, Brazil. 27-30 April, 2012. 
http://wphna.org/downloadsjune2012/12-04%20PPPs%20Rio2012%20Vivica%20Kraak.pdf.
(3). UN Global Compact, 2011. http://www.unglobalcompact.org/.
(4). Fall and Zahran MM. United Nations corporate partnerships: The role and functioning of the Global 
Compact. United Nations: Geneva, 2010.
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Figure 5.5 Types of partnership interactions
Source: Adapted from reference (15).
(15). VicHealth. The partnerships analysis tool. A resource for establishing, developing and maintaining 
partnerships for health promotion. Australia: Victoria Health Promotion Foundation, May 2011. 
http://www.vichealth.vic.gov.au/Publications/VicHealth-General-Publications/Partnerships-Analysis-
Tool.aspx.
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Figure 5.6 Different types of partnerships: philanthropic, transactional and 
transformative 
Source: Adapted from Reference (16).
(16). Kraak VI, Harrigan P, Lawrence M, Harrison P, Jackson M, Swinburn B. Balancing the benefits and 
risks of public-private partnerships to address the global double burden of malnutrition. Pub Health Nutr
2012;15(3):503–17. http://journals.cambridge.org/action/displayAbstract?fromPage=online&aid=8480095.
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Publication 2
Please note: An abbreviated version of this paper is included given the word count limitations of 
the PhD thesis, although the full references are included in the reference section.  A complete 
version of this paper with full references can be found at the weblink below. 
Kraak VI, Swinburn B, Lawrence M, Harrison P. The Accountability of Public-Private 
Partnerships with Food, Beverage and Restaurant Companies to Address Global Hunger and the 
Double Burden of Malnutrition. In: SCN News. Nutrition and Business: How to Engage? No. 39 
late 2011:11–24.
Abstract
We examine multi-sectoral collaborations, coalitions, strategic alliances and public-private 
partnerships (PPP) that are mechanisms through which stakeholders are pursuing systems change 
to address a range of nutrition needs throughout the life course.  PPPs take place within a context 
of governments being publicly accountable for protecting and promoting the nutritional health of 
their citizens. Since the 1980s, governments have increasingly relied on market-driven solutions 
to address public health nutrition challenges.  The UN System has reinforced this trend by 
emphasizing private-sector engagement through partnerships.
This paper explores the alliances, partnerships and interactions of 15 transnational food, 
beverage and quick-serve restaurant (FBQSR) companies with UN System organizations, 
governments and non-governmental organizations (NGOs) to address global nutrition challenges.  
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PPP with global FBQSR companies have raised several contentious issues, including power 
imbalances among partners, ineffective management of inherent conflicts of interest, and failure 
to establish strong safeguards to protect public health goals from being co-opted by commercial 
interests. 
We investigate the signatory status of 15 global FBQSR companies to The UN Global Compact. 
Results suggest that seven companies (i.e., Cargill, Danone, General Mills, Nestlé, PepsiCo, The 
Coca-Cola Company and Unilever) are signatories; eight companies (i.e., Burger King, Heinz, 
Kellogg Company, Mars Inc., McDonald’s Corporation, The Hershey Company and Yum! 
Brands) are not signatories.  Although Kraft Foods Mexico was a signatory, it was expelled in 
2011 for not communicate progress.
We conclude that the UN Global Compact should be amended to contain clear principles that 
support nutrition, consumer health and wellness. Global FBQSR companies should be held 
accountable for the products they manufacture and market, as well as their collective policies and 
actions to prevent and mitigate undernutrition, obesity and the projected NCD burden among 
populations worldwide. Prospective partners should use a benefit–risk decision-making pathway 
tool and an accountability lens before engaging with transnational FBQSR companies to address 
global nutrition challenges.  All partners should adopt systematic and transparent accountability 
processes to balance private commercial interests with public health interests, manage conflicts 
of interest and biases, ensure that co-branded activities support healthy products and healthy 
eating environments, comply with ethical codes of conduct, assess partnership compatibility, and 
monitor and evaluate partnership outcomes. 
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Introduction
In recent decades, transformative systems change has been a goal for diverse groups tackling the 
most urgent public health nutrition challenges affecting billions of people worldwide. Systems 
change is sought through new governance structures, innovative business models, and 
participatory approaches that foster meaningful public- and private-sector stakeholder 
engagement and action.1-6
Multi-sectoral collaborations, coalitions, strategic alliances and public-private partnerships 
(PPP)1 are mechanisms through which stakeholders are pursuing systems change to address a 
range of nutrition needs throughout the life course. This approach entails replacing the ‘one
issue, one business, and one non-governmental organization (NGO) paradigm’ with new models 
that encourage stakeholders to interact in different ways.7 No single entity has sufficient 
funding, resources, influence, expertise or reach to tackle the complex nutrition challenges in 
communities, at national and regional levels, or worldwide.8 Three rationales support pursuing 
strategic alliances and partnerships: to address unmet needs, to focus on specific under-resourced 
priorities, and to create synergy that adds value to target nutrition and health goals.4,8-9
Strategic alliances and PPP are used to address emergencies, natural disasters and build disaster 
resilience;10-11 to alleviate poverty and  mitigate global hunger and food insecurity;12-15 to tackle 
undernutrition and micronutrient deficiencies;7,16-17 and to promote healthy lifestyles to prevent
and manage obesity and lifestyle-related, chronic non-communicable diseases (NCD).18-22 
                                                          
1 There are many definitions for a public-private interaction or public-private partnership (PPP). In this paper, a PPP is defined as 
collaboration between public- and private-sector actors within diverse arrangements that vary according to participants, legal 
status, governance, management, policy-setting, contributions and operational roles to achieve specific goals and outcomes.22
200
Effective collaboration is difficult, takes time and involves building trust.  Partnerships may be 
fraught with controversy and ideological landmines.  Partners may share different goals, values 
and understanding of problems that lead to disagreements and devaluing others’ preferred 
strategies to address challenges.23,24 An incompatible and poorly executed partnership can 
damage public trust, credibility and all partners’ brand reputations.  Despite these challenges, 
diverse groups are engaging in partnerships to improve people’s diet quality and nutrition-related 
behaviors and health outcomes in countries worldwide. 
Purpose of this Paper
This paper examines the partnerships, alliances and interactions of 15 transnational food, 
beverage and fast food2 or quick-serve restaurant (FBQSR) companies with UN System 
organizations, government agencies and NGO to address global nutrition challenges. These 
issues have generated intense controversy, especially in preparation for the UN Millennium 
Summit on Preventing NCD in September 2011.25,26
A range of contentious issues have been raised, including: power imbalances among partners, 
ineffective management of inherent conflicts of interest, failure to establish strong safeguards to 
protect public health goals from being coopted by commercial interests, inappropriate co-
sponsorship and co-branding arrangements involving unhealthy food and beverage products, and 
                                                          
2 Fast food represents food, beverages and meals designed for ready availability, use or consumption and sold at eating 
establishments for consumption on the premises or take-out.  In this paper, quick-serve restaurant (QSR) companies is the term 
used because it is used by the restaurant industry sector to describe a specific category of chain restaurants where fast food is sold
and consumed, as opposed to full-serve restaurants or catering businesses.  
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a lack of clear boundaries between public-interest NGO (PINGO) and business-interest NGO 
(BINGO).26-35  
These issues have been extensively documented for tobacco, pharmaceutical and infant formula 
companies.27,29 However, there are limited evaluations of PPP involving UN organizations, 
government agencies, NGO and global FBQSR companies to address a spectrum of nutrition-
related issues including global hunger, food insecurity, and the double burden of malnutrition 
(DBM)—undernutrition, overweight and obesity, and lifestyle-related NCD. Global FBQSR 
companies want to be recognized as legitimate partners who bring unique skills, assets and 
resources to address global nutrition challenges, and have requested “clear guidelines that 
articulate the domains within which partnerships are appropriate, effective and to be 
encouraged.”36
We describe the scope of global hunger, food insecurity and the DBM before examining the 
resources needed and available (through private-sector initiatives, interactions and partnerships) 
to help governments, UN system organizations and NGO address these global nutrition 
challenges. We discuss the role of the private sector and examine selected examples of 
partnerships involving transnational FBQSR companies. These examples are just a snapshot of 
existing partnerships as many of these stakeholders are engaged in an array of single-agency 
partnerships and complex multi-partner arrangements.  
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We recommend that prospective partners use a benefit–risk decision-making pathway tool 
(Figure 5.2) and an accountability lens³ before engaging with transnational FBQSR companies to 
address global nutrition challenges.  Accountability is defined in this context as some 
stakeholders having the right to hold other stakeholders to a set of performance standards; to 
evaluate whether they have met these standards; and to impose penalties, restrictions or sanctions 
if they do not accomplish these standards.37 Two dimensions of accountability should be 
considered: answerability, involving organizations and FBQSR companies that seek to provide 
an account of their decisions and actions to relevant stakeholders; and  enforceability, involving  
government regulation or industry self-regulatory mechanisms to ensure corporate compliance 
with international and national laws, established standards, and legally binding or voluntary 
codes of conduct.38,39
We describe a six-step benefit–risk decision-making pathway tool to guide partnership 
engagement decisions to assess opportunities, compatibilities, and benefits versus risks; develop 
objectives and outcomes; execute a formal agreement with input from legal counsel; and ensure 
monitoring, evaluation and accountability.  We suggest that all partners adopt systematic and 
transparent accountability processes to balance private commercial interests with public health 
interests, manage conflicts of interest and biases, ensure that co-branded activities support 
healthy products and healthy eating environments, comply with ethical codes of conduct, 
undertake due diligence to assess partnership compatibility, and monitor and evaluate partnership 
outcomes.
                                                          
³ Accountability is a concept linked to institutional performance and is a driver of governance. Accountability influences why
decisions are made and governance influences how decisions are made.39
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Conclusions
Partnerships present both opportunities and risks to all partners. PPP occur within a context of 
governments being publicly accountable for protecting and promoting the nutritional health of 
their citizens. A well-designed and executed partnership can develop good governance structures 
to support transformative systems change that is more likely to improve nutrition and health 
outcomes. An incompatible and poorly executed partnership can damage public trust, credibility 
and all partners’ brand reputations.  
This paper is intended to stimulate a dialogue within the global nutrition and public health 
community of practitioners regarding the need to develop clear guidelines for partnering with 
transnational FBQSR companies. We propose that all partners use an accountability lens and 
adopt systematic and transparent processes to manage conflicts of interest, develop good 
governance practices, and navigate partnership goals and outcomes. We offer a benefit–risk 
decision-making pathway to help partners maximize benefits and minimize risks when 
collaborating to address global hunger, food insecurity and the DBM.  Doing so will help to 
achieve nutrition and health outcomes for populations worldwide. 
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and risks of public-private partnerships to address the global double burden of malnutrition.
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Abstract
Objective: Transnational food, beverage and restaurant companies, and their corporate 
foundations, may be potential collaborators to help address complex public health nutrition 
challenges. While UN System guidelines are available for private-sector engagement, non-
governmental organizations (NGOs) have limited guidelines to navigate diverse opportunities 
and challenges presented by partnering with these companies through public-private partnerships 
(PPPs) to address the global double burden of malnutrition.  
Methods: We conducted a search of electronic databases, UN System websites, and grey 
literature to identify resources about partnerships used to address the global double burden of 
malnutrition. A narrative summary provides a synthesis of the interdisciplinary literature 
identified. 
Results: We describe partnership opportunities, benefits and challenges; and tools and 
approaches to help NGOs engage with the private sector to address global public health nutrition 
challenges. PPP benefits include: raising the visibility of nutrition and health on policy agendas; 
mobilizing funds and advocating for research; strengthening food-system processes and delivery 
systems; facilitating technology transfer; and expanding access to medications, vaccines, healthy 
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food and beverage products, and nutrition assistance during humanitarian crises. PPP challenges 
include: balancing private commercial interests with public health interests, managing conflicts 
of interest, ensuring that co-branded activities support healthy products and healthy eating 
environments, complying with ethical codes of conduct, assessing partnership compatibility and 
evaluating partnership outcomes. 
Conclusions: NGOs should adopt a systematic and transparent approach using available tools 
and processes to maximize benefits and minimize risks of partnering with transnational food, 
beverage and restaurant companies to effectively target the global double burden of malnutrition. 
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Introduction 
Transformative systems change is needed to resolve global public health nutrition challenges1  
including the double burden of malnutrition—a worldwide phenomenon representing the co-
existence of maternal and child undernutrition (i.e., wasting, stunting and underweight) and 
micronutrient deficiencies (i.e., iron, vitamin A, iodine and zinc) with child or adult overweight, 
obesity and NCDs in affected households, communities or populations.2-6
More than a billion people worldwide are hungry or malnourished.7 Child undernutrition and 
micronutrient deficiencies cause approximately eight million child deaths under 5 years, 
contribute to child and adult morbidity,8-9 and prevent more than 200 million young children 
from reaching their full developmental potential.10 At the other end of the global malnutrition 
spectrum, about 43 million preschoolers under 5 years11 and approximately 155 to 200 million 
school-aged children12 worldwide are overweight or obese.  In 2008, an estimated 1.46 billion 
men and women worldwide were overweight and more than half a billion adults were obese.13
Two thirds of the 57 million global deaths were attributed to lifestyle-related NCDs, of which 80 
percent were in low- and middle-income countries.14-15
The double burden of malnutrition will place tremendous pressure on resource-constrained 
health systems. 14-15   An estimated $10-$12 billion dollars annually is required to scale up 13 
proven nutrition interventions in 36 countries to prevent and treat undernutrition16 and $9 billion 
dollars annually to implement five priority actions to reduce NCD risks diseases globally.14
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Partnerships Addressing Global Nutrition Challenges 
Developing transformative systems change to tackle these global nutrition challenges will 
require new stakeholder engagement approaches and governance structures that support public-
and private-sector participation.1,17 United Nations (UN) system organizations7,16,18-20 and public 
health experts21-22 have encouraged governments, non-governmental organizations (NGOs)23 and 
civil society organizations24† to collaborate with the private sector using public-private 
partnerships (PPPs) to address complex public health challenges (Table 5.4).  
The World Health Organization (WHO) defines a PPP as a collaboration between public- and 
private-sector actors within diverse arrangements that vary according to participants, legal status, 
governance, management, policy-setting, contributions and operational roles to achieve specific 
outcomes.25 Many PPPs are social alliances designed to achieve common goals benefiting 
society and all partners.26-27 Partnership relationships are defined by engagement level, strategic 
value of the alliance to each partner’s mission, resource investments and managerial 
complexity.26
PPPs take place within a context of governments being publicly accountable for protecting and 
promoting the nutritional health of populations.  Since the 1980s, governments have increasingly 
relied on market-driven solutions to address public health nutrition challenges.  This trend has 
been reinforced by WHO in policy documents emphasizing private-sector engagement through 
partnerships to change the upstream determinants of health.28-29
                                                          
† The terms NGO and CSO are often used interchangeably to represent legally constituted entities that are 
independent from government and the private sector, representing registered charities, community groups, faith-
based organizations, professional associations, industry or business groups, trade unions, coalitions or advocacy 
groups. Table 5.3 provides definitions of key terms.
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Table 5.3 Definition of key terms
Term Definition
accountability A concept linked to institutional performance that encompasses the factors that influence decisionmaking. 
Accountability has two main components—answerability, which involves key actors providing an account of their 
decision and actions to relevant stakeholders using a trusted, transparent, responsive, credible and inclusive process 
that provides meaningful and verifiable information; and enforceability, which involves key actors complying with 
established standards, codes of conduct, and receiving penalties or restrictions when they do not deliver on their 
pledges, commitments and obligations(132).
bias Any process that fosters prejudice favoring a particular person or viewpoint, or that results in deviations in how data 
are reviewed or analysed, interpreted or published to produce conclusions that are inconsistent from the truth(103). A 
‘white hat bias’ is the tendency to distort the truth and disregard the facts when the distortions are perceived to serve 
righteous ends(105).
cause marketing A joint commercial and promotional campaign in which a company’s sales are linked and a percentage of the sales 
revenue is given to a charity or other public cause. Cause marketing benefits both the company and a non-
governmental organization (NGO) when consumers purchase the company’s branded products or services, and may 
include merchandise licenses and co-branded sponsorships(72).
civil society A term that refers to the shared interests and collective actions of voluntary civic and social organizations and 
institutions that form the basis of a functioning society. Civil society is distinct from the public sector (government) 
and the private sector (commercial enterprises). Examples of civil society organizations include social movements, 
voluntary organizations, nongovernmental organizations, grassroots organizations and other nonprofit stakeholders(24).
collaboration Comprises activities that enhance the capacity of partners to produce mutual benefit and work toward a common 
purpose(62).
conflict of interest Arises when an individual’s or organization’s ability to exercise judgment in one role is influenced by obligations in 
another role or by competing interest. For example, a person or organization may put aside primary interests (such as 
advocacy for public health) in favour of a secondary set of interests (such as the financial well-being of a commercial 
entity or receiving a financial benefit)(92,101-104).
contributions-in-kind A non-monetary donation of a branded product or service made by a company to a non-governmental 
organization(59,72).
double burden of 
malnutrition
The co-existence in a household, community or population of child and maternal undernutrition (i.e., wasting, stunting 
and underweight) and micronutrient deficiencies (i.e., iron, vitamin A, iodine and zinc) with child or adult overweight, 
obesity and lifestyle-related chronic diseases(2,3,4,5).
non-governmental 
organization
Any local, national or international non-profit group that is task-oriented, driven by people with a common interest, 
and that performs a variety of service and humanitarian functions such as conducting analyses and sharing expertise, 
serving as early warning mechanisms, and helping to monitor and implement international agreements(23,24). Some 
make clear distinctions between public-interest NGOs (PINGOs), such as consumer or public health advocacy 
organizations, and business-interest NGOs (BINGOs) such as industry trade associations.
partnership A mechanism for bringing together a diversity of skills and resources of various organizations in innovative ways to 
improve specific outcomes(25,62).
public-private 
partnership
A collaboration between public- and private-sector actors within diverse arrangements that vary according to 
participants, legal status, governance, management, policy-setting, contributions and operational roles to achieve 
specific outcomes(25).
sponsorship Any form of monetary or in-kind payment or contribution to an event, activity or individual that directly or indirectly 
promotes a company’s name, brand, products or services. Sponsorship is a commercial transaction, not a philanthropic 
gift(70,71).
transparency To create processes that foster openness, disclosure of information and clear communication to support accountability. 
Examples of transparent procedures include public meetings, financial disclosure statements, audits, freedom of 
information legislation, annual reports and budgetary review and annual reports(132).
Sources: adapted from references 2-5, 17, 23-25, 27, 59, 62, 70-72, 85, 92, 93, 101-105 and 132.
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Several UN System organizations7,30,31 identify global food and beverage companies as important 
stakeholders to help promote a healthful diet and achieve the human right to food security.  It has 
been suggested that transnational food, beverage and restaurant companies, and their corporate 
foundations, may be potential collaborators to address global hunger and food insecurity,32 infant 
and early childhood undernutrition and micronutrient deficiencies10,33,34 and obesity and 
NCDs.27,35
NGOs are important stakeholders to advocate for and implement direct-service programs 
reaching disadvantaged populations and protect public health interests by monitoring 
government and industry actions.24 However, NGO partnerships with global companies have 
encountered controversy over discordant values, questionable motives, inadequate management 
of conflicts of interest, endorsement of branded products and marketing strategies, perceived co-
option of public health goals by commercial interests, lack of distinction between public- and 
business-interest NGOs, and weak safeguards to protect public health interests.29,36-42 NGO
partnerships with companies have attracted negative attention that diminishes public trust for an 
NGO’s brand.43-44  While UN System guidelines are available for private-sector engagement,18,45-
46  NGOs have limited guidelines to navigate and proactively manage the diverse opportunities 
and challenges presented by partnering with these companies. 
In this paper we describe PPPs used to address the global double burden of malnutrition; explore
special opportunities and challenges of NGOs partnering with transnational food, beverage and 
restaurant companies; and discuss approaches to help NGOs balance the benefits and risks of 
PPPs to effectively target the global double burden of malnutrition.
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Methods
We conducted a search of electronic databases (i.e., Academic Search Complete, Health Source 
and MEDLINE), UN System organization websites, and grey literature to identify resources 
about partnerships and alliances used to address components of the double burden of 
malnutrition.  The authors were also referred to relevant articles and reports by colleagues. We 
use a narrative summary to present the synthesized evidence acquired from the interdisciplinary 
literature representing business, public health, nutrition sciences, public policy, risk analysis and 
ethical perspectives.
Results
PPPs are used to tackle health inequalities, alleviate poverty and promote social innovation for 
health;47,48 expand services for HIV/AIDS, tuberculosis and malaria; 49 distribute vaccines and 
medications;50 mitigate global hunger and food insecurity;32,51-52 and strengthen community 
disaster response.53 Partnerships are also used to target the causal links and leverage points for 
life-cycle susceptibilities associated with the global double burden of malnutrition (Figure 5.1)5 
including undernutrition and micronutrient deficiencies targeted by the UN Millennium 
Development Goals (MDGs);20,49,54-57 overweight and obesity targeted by WHO’s Global 
Strategy on Diet, Physical Activity and Health;31 and chronic diseases targeted by WHO’s 
Global Strategy to Prevent and Control NCDs.58
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Figure 5.7 Proposed causal links and leverage points* for PPPs to address life-cycle 
susceptibilities linked to the global DBM 
Source: Adapted from James P, Norum KR, Smitasiri S et al. Ending Malnutrition by 
2020: An Agenda for Change in the Millennium. Final Report to the ACC/SCN by the 
Commission on the Nutrition Challenges of the 21st Century. 2000. Executive summary. 
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Evaluations of PPP benefits suggest they can raise the visibility of nutrition and health on policy 
agendas; mobilize funds and advocate for research; strengthen health-policy and food-system 
processes and delivery systems; facilitate technology transfer; establish treatment protocol 
standards; and expand target populations’ access to free or reduced-cost medications, vaccines, 
healthy food and beverage products; and distribute “essential packages” of nutrition assistance 
during humanitarian crises.50,59-61
Features of Effective Partnerships 
Donors, governments, transnational companies, corporate and private foundations, NGOs and 
academic institutions can address global malnutrition through diverse interactions, institutional 
commitments, joint research efforts, and multi-sectoral programs.  PPPs imply mutuality and 
equality between partners. Partnerships can be described on a continuum ranging from 
networking to coordination, cooperation and collaboration.62 Austin26 describes three types of 
partnerships—philanthropic, transactional and transformative, discussed below and in Tables 5.3
and 5.4.
Partnerships may generate tension among the institutional cultures of government, industry and 
NGOs and involve risk-taking to produce meaningful change at scale.63 Private-sector partners 
are often independent of the political mandates of national, state or local governments and they 
can mobilize more specific expertise and greater capital more efficiently and cost-effectively 
than public-sector partners. However, private-sector solutions are driven by commercial 
imperatives to generate profits, can produce inequities and may not reach vulnerable groups. 
Indeed, corporations have no intrinsic motivation to address existing health or social inequities 
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that are priorities for governments and civil society. These are important tensions to 
acknowledge when considering a PPP approach. 
Effective partnerships develop trusting relationships to share information, technology and 
promote innovation; leverage financial or in-kind resources, expertise, influence, networks and 
distribution systems; and manage legitimacy, and the collaborative structure to ensure that 
organizational assets are aligned with common missions, goals and objectives to reach 
populations with larger-scale activities than each partner can deliver on its own.26-27,53,64-67
Philanthropic Partnerships
Philanthropic partnerships involve limited engagement, reciprocity and activities that are 
peripherally important to each partner’s mission. A philanthropic partnership occurs when a 
company gives a charitable financial or food donation to an NGO either through an anonymous 
or acknowledged donation accompanied by media coverage for each partner.51,59,68-69
Transactional Partnerships
Transactional partnerships build mutually beneficial relationships to advance each partner’s 
agenda through compatibility among organizational values, missions and goals26 and involve 
higher levels of interaction and resource investments compared to philanthropic partnerships.  
Table 5.4 defines partnership instruments (i.e., contributions-in-kind, co-branded sponsorships 
and cause marketing)70-72 used to raise revenue for NGOs to implement programs. While 
transactional partnerships may enhance a company’s brand reputation, they can adversely affect 
219
NGOs’ reputation43-44,59  Examples of transactional partnerships39,73-82 are provided in Tables 5.3
and 5.4.
Transformational Partnerships
Transformational partnerships involve the highest level of engagement, resource investment, 
managerial complexity and relationships built over time to mutually influence the institutional 
cultures and practices of each partner. Transformational partnerships involve many partners to 
stimulate large-scale social or policy changes1 to address the double burden of malnutrition 
(Figure 1).  Examples of aspiring transformational partnerships54-56,83-84 are highlighted below 
and in Tables 5.3 and 5.4. Thereafter, we present certain conceptual, practical and ethical 
challenges.
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Table 5.4 Examples of public-private partnerships that address global nutrition challenges
Nature of the 
Relationship
Philanthropic Transactional Transformational
Level of engagement Low Medium High
Importance to each partner’s 
mission
Peripheral More important Central
Resource investment Small Medium Substantial
Scope of activities Narrow Focused Broad
Level of interaction Infrequent Moderate Intensive
Managerial complexity Simple Moderate Highly Complex
Strategic value to each 
partner
Minor More salient High
Types of partnerships Charitable financial 
donations that enhance each 
partner’s brand image 
Co-branded sponsorships 
Gifts-in-kind
Cause marketing 
Contractual services 
Joint, multi-institutional research 
initiatives 
Large-scale national or  global food-
fortification programs
Large-scale humanitarian relief and 
emergency-nutrition  programs in 
response to natural disasters and civic
conflicts
Examples Yum! Brands and Burger 
King donates funding or 
food to NGOs to implement 
programs that address 
domestic or global hunger 
and emergency relief
PepsiCo and Kraft Foods 
partner with Save the 
Children to address child 
malnutrition in Asia
PepsiCo partners with the 
World Food Program and 
The Coca-Cola Company 
partners with the 
International Federation of 
the Red Cross and Red 
Crescent Societies to 
support disaster response 
and preparedness for global 
humanitarian relief
Healthy-lifestyles programs to prevent 
obesity 
Maternal Child Health Integrated 
Program (MCHIP) partners with 
governments and NGOs (i.e., Jhpiego, 
Save the Children and John Snow 
International) to promote integrated 
maternal, infant and young child 
nutrition in 30 priority countries
Global Alliance for Improved Nutrition 
(GAIN) partners with NGOs, 
governments and many food and 
beverage companies to address 
micronutrient deficiencies through 
national and global food-fortification 
programs in 25 countries
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Yum! Brands Inc. partners 
with the World Food 
Programme to provide food 
to people affected by 
disasters through the 
company’s annual World 
Hunger Relief Campaign      
McDonald’s Corporation 
sponsors Ronald McDonald 
houses for parents of 
children who are 
hospitalized 
Food, beverage and 
restaurant companies 
sponsor athletic events 
including the Olympics and 
the World Cup
Cadbury partnered with 
UNICEF Canada to sell co-
branded chocolate and 
candy to raise funds 
supporting children’s 
education in Africa.
Multi-sectoral government agencies, 
NGOs and several companies partner to 
implement specific humanitarian-relief 
programs that address the nutrition needs 
of malnourished populations resulting 
from conflicts and natural disasters (i.e., 
Indonesian tsunami and Haitian 
earthquake)
Ten food and beverage companies 
partner with NGOs to support global 
healthy-lifestyles programs to prevent 
obesity and NCDs through the 
International Food & Beverage Alliance 
(IFBA) 
The Healthy Weight Commitment 
Foundation (HWCF) is a US industry 
coalition of 170 food, beverage and food 
retailer companies that partners with 
BINGOs (i.e., industry trade 
associations), PINGOs (i.e., direct 
service and health promotion 
organizations), private foundations (i.e., 
Partnership for a Healthier America) and 
the federal government (Let’s Move!) to 
implement healthy-lifestyle interventions 
and programs in the marketplace, at 
worksites and schools to prevent obesity 
by promoting energy balance and a 
healthy weight.
BINGOs: business-interest non-governmental organizations; GAIN: Global Alliance for Improved Nutrition
IFBA: International Food & Beverage Alliance; HWCF: Healthy Weight Commitment Foundation
MCHIP: Maternal Child Health Integrated Program; NCDs: non-communicable diseases
NGOs: non-governmental organizations; PINGOs: public-interest non-governmental organizations
UNICEF: UN Children’s Fund; USAID: US Agency for International Development
Sources: references 26, 54, 55, 59, 68-69, 73-82, 85-86.  
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Table 5.5 Profiles of transnational food, beverage and restaurant companies that use public-
private partnerships to address global nutrition challenges 
Company
(source)
Headquarters
(city, country)
Estimated 
annual 
revenue* 
in $US 
billions of 
dollars
(year)
Number of 
countries 
where 
company 
supports 
commercial 
enterprises
Supports hunger 
alleviation, food 
security or 
microenterprise 
initiatives or 
new business 
development 
Global 
Alliance 
for 
Improved 
Nutrition 
(GAIN) 
Business 
Alliance 
member
(refs 
56, 87)
International 
Food & Beverage 
Alliance (IFBA) 
member
(refs 83, 89) 
Healthy Weight 
Commitment 
Foundation 
(HWCF) 
member
(refs 84,89)
Burger King
(2009)134
Cargill
(2008, 
2010)135
Miami, Florida
Minnetonka, 
Minnesota
$2.5
billion
(2009)
$108 
billion
(2010)
74 countries
66 countries
Y
Y
N
Y
N
N
N
N
Danone
(2009)136
Paris, France $21.5 
billion
(2009)
72 countries Y Y N N
General Mills
(2011)137
Minneapolis, 
Minnesota
$16     
billion
(2010)
100 countries Y N Y Y
Heinz
(2009)138
Pittsburgh, 
Pennsylvania
$10 
billion
(2009)
50 countries Y N N N
Kellogg 
Company
(2009)139
Battle Creek, 
Michigan
$13 
billion
(2009)
180 countries Y N Y Y
Kraft Foods
(2010)140
Northfield, 
Illinois
$48 
billion
(2010)
160 countries Y Y Y Y
Mars Inc.
(2008)141
McLean, Virginia $30 
billion
(2008) 
56 countries Y Y Y Y
McDonald’s
Corporation
(2010)142
Nestle S.A.
(2009)143
Oak Brook,
Illinois
Vevey, 
Switzerland
$22.8 
billion
$111 
billion
(2009)
100 countries
86 countries
N
Y
N
N
N
Y
N
Y
PepsiCo
(2010)144
Purchase,
New York
$43 
billion
(2009)
200 countries Y Y Y Y
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The Coca-
Cola 
Company
(2010)145
Atlanta,
Georgia
$32 
billion
(2009)
200 countries Y Y Y Y
The Hershey 
Company
(2008)146
Hershey, 
Pennsylvania
$5 
billion
(2008)
50 countries Y N N Y
Unilever
(2010)147
Yum! Brands
(2009)148
Rotterdam, 
Netherlands and 
London, UK
Louisville,
Kentucky
$53.9 
billion
(2009)
$10.8
billion
(2009)
170 countries
110 countries
Y
Y
Y
N
Y
N
Y
N
*Estimated annual revenue represents income that a company receives from its normal business activities from the 
sale of goods and services to customers. Revenue figures are derived from each company’s annual or corporate 
social responsibility report and/or website. 
Sources: references 134-149 (see attached list) and 56, 83-84, 87, 89, 90.
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Maternal Child Health Integrated Programs (MCHIP) to Address Undernutrition 
In 2008, the US government funded MCHIP to accelerate progress toward achieving MDG 4 
(reduce infant and child mortality) and MDG 5 (improve maternal health) in 30 priority 
countries.57  The MCHIP uses partnerships with governments and NGOs to implement programs 
at scale that improve maternal and child nutrition and health.57,85  In 2011, a global PPP called
Saving Lives at Birth was launched by the US government, private funders, Grand Challenges 
Canada, and the World Bank.86
Evaluations of child survival programs suggest that countries achieve the greatest impact by 
developing strategic PPPs supporting mutual program objectives; responding to each country’s 
specific cultural factors; leveraging each partner’s technical expertise and resources to meet clear 
objectives; and implementing high-impact interventions through scaled-up programs for broad 
population coverage.57
Global Alliance for Improved Nutrition (GAIN) to Address Micronutrient Deficiencies
GAIN is an international alliance that addresses poor health and malnutrition among vulnerable 
groups by improving their diet quality.55-56 GAIN is the major convening vehicle for 
governments, international NGOs and private-sector stakeholders to promote food fortification.  
GAIN reports “scaling up 36 large collaborations in 25 countries since 2002 to reach 400 million 
people with nutritionally enhanced products.”87 GAIN aspires to mobilize $700 million dollars of 
private-sector investment through a Business Alliance.55-56  GAIN supports partnerships with 
global food and beverage companies to stimulate market-based solutions that address 
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malnutrition, produce commercial benefits for companies, and encourage economic development 
in low- and middle-income countries.55-56,87
Evaluations of food fortification programs in low-income countries suggest that cost-effective 
and sustainable results are feasible when there is close collaboration among the public sector to 
improve population health; the private sector, with expertise in food production, technology, 
marketing communications, and consumer reach; and NGOs that  deliver programs and services 
to vulnerable groups.88 Independent evaluations of GAIN’s Business Alliance are needed to 
understand the benefits and challenges of using a PPP approach to address micronutrient 
malnutrition.
International Food & Beverage Alliance (IFBA) and the Healthy Weight Commitment 
Foundation (HWCF) to Prevent Obesity
The WHO Global Strategies31,58 acknowledge that private-sector partners should play a central 
role in promoting healthy food and eating environments to prevent NCDs. In 2008, eight leading 
food and beverage companies founded IFBA in response to rising obesity rates.83 In 2009, ten 
IFBA members with a combined annual revenues of $350 billion dollars35 shared a report with 
WHO,89 suggesting progress had been made to (1) reformulate and develop new products to 
improve diets, (2) provide clear nutrition information to consumers, (3) extend responsible 
advertising and marketing pledges to children globally, (4) raise awareness about balanced diets 
and increasing physical activity, and (5) support partnerships to promote healthy lifestyles.  
Independent evaluations have not confirmed IFBA’s self-reported progress.   
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In 2009, the HWCF was formed in response to the US obesity epidemic as an industry coalition 
comprised of food, beverage and food retail companies that partners with business-interest 
NGOs (i.e., industry trade associations) and public-interest NGOs.  The HWCF partners have 
pledged to make measureable changes to reformulate and expand healthier products in the 
marketplace, to support worksite wellness, and to promote energy balance education to children 
in schools.84,90 In 2010, the HWCF members partnered with private foundations and government 
through First Lady Michelle Obama’s Lets Move! obesity prevention campaign.91 An 
independent evaluation is underway by academic groups, funded by the Robert Wood Johnson 
Foundation, to assess the coalition’s progress in making changes in the three settings. 
Partnership Risks and Challenges
PPP strategies that are used to address undernutrition and obesity become contentious when 
viewed through a lens that accounts for the unintended consequences of both conditions.  PPP 
evaluations have identified risks that can undermine the appropriateness, effectiveness and 
credibility of alliances due to: displacing donor priorities with those of recipient countries, 
excluding certain stakeholders from decision-making, neglecting to effectively address conflicts 
of interest and biases, raising insufficient resources to implement partnership activities and 
sustain alliances, and inadequately managing human resources.61,92
Six challenges discussed below must be addressed to reduce risks to all partners: balancing 
private commercial interests with public health interests, managing conflicts of interest and 
biases, ensuring that co-branded activities support healthy products and healthy eating 
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environments, complying with ethical codes of conduct, undertaking due diligence to assess 
partnership compatibility, and monitoring and evaluating partnership outcomes. 
Assessing Partnership Benefits and Risks
Balancing Commercial and Public Health Interests 
Collaborative partnerships provide companies with commercial advantages, yet private 
commercial interests often conflict with public interests92 and balancing win-loss outcomes is 
tough.  A win-win outcome may be possible to address global food insecurity;32,52 develop 
inexpensive and high-quality commercial, complementary food products and integrated
marketing communications campaigns that address young child undernutrition in emerging 
markets;10,33,93 drive product innovation for new consumers;66 build community disaster 
resilience;53 improve the systematic delivery of humanitarian assistance;59 and provide 
comprehensive integrated packages of nutrition interventions to reach malnourished populations 
during complex emergencies.60 However, even these partnerships can have unintended 
consequences and not produce benefits for every partner or target populations.29,36 It is arguable 
whether markets can deliver both short-term financial returns for companies and long-term 
social, economic and health benefits to address the spectrum of global malnutrition challenges.29
Current agribusiness-sector models are more compatible with producing and distributing food as 
a response to hunger and food insecurity than reducing portion sizes or substantially 
reformulating food and beverage products to improve diet quality and prevent 
overconsumption.94 Concerns relate to any marketing strategy that may increase consumers’ 
brand loyalty for a company’s unhealthy branded product line94 such as promoting bottled water 
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or fortified products that influence consumers to purchase and consume branded sugar-
sweetened beverages or energy-dense snacks.40 These are relevant concerns for consumers with 
limited discretionary household incomes, who are vulnerable to persuasive marketing practices 
and are disproportionately affected by obesity and NCDs in emerging markets.36,40,95 Risks arise 
when NGOs facilitate companies’ access to consumers and influential groups and when partners 
fail to monitor and evaluate partnership processes and outcomes. 
PPPs are influenced by global and national government structures.  The Codex Alimentarius 
Commission uses international standards and strong intergovernmental oversight to protect 
consumer health by promoting global food safety and ensuring fair food trade practices.96
Global PPPs also operate within an environment where government regulation provide 
opportunities to enhance outcomes by providing standards to foster a competitive environment to 
move industry practices and entire food or beverage product portfolios toward desirable targets 
to achieve population health benefits.36,97 Examples include the World Action on Salt & Health, 
a voluntary global initiative that engages governments, industry and NGOs to implement 
strategies (including regulation) to reduce the salt content of processed foods and sodium 
consumption in populations;98 and the Flour Fortification Initiative,99 an international network of 
public and private organizations in the specific context of it encouraging government-regulated 
and voluntary quality-control systems for iron fortification of wheat flour to benefit populations 
in certain countries.100
Partners must develop mutual trust and open communication to assess where profit-driven 
activities and public-health benefits overlap or conflict.  NGOs and private-sector companies 
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could dedicate staff and sufficient resources to nurture and sustain partnerships that balance 
social and health investments with business profits.26 Partners must also anticipate unintended 
consequences and collaborate to improve the nutrition and health outcomes of targeted 
populations.
Managing Conflicts of Interest and Biases
NGOs and partnering food, beverage and restaurant companies should seek to effectively 
manage conflicts of interest and biases to establish trustworthy relationships, allay public 
concerns about compromised partner integrity, reduce the risks to each partner’s reputation and 
minimize unintended consequences for programs or targeted populations.  
NGO staff may receive personal gifts or in-kind resources from companies that can be used to 
influence decision-making, research or public positions. These circumstances may generate 
conflicts of interest and biases that persuade staff to favour or reject certain viewpoints or 
actions.92,101-104  Further, it is arguable that NGOs may be susceptible to ‘white hat bias,’105 
which is a tendency to disregard facts and distort the truth to serve righteous ends.  
Private-sector partner challenges involve managing self-dealing conflict of interest, when a 
company benefits from research generated by a partnership that is funded by the corporate 
foundation to support the company’s commercial activities; and striving for transparency to 
minimize duplicitous actions that can diminish public trust and credibility.  For example, the 
Bill & Melinda Gates Foundation has generously supported programs targeting global health 
and undernutrition, while generating a portion of its wealth through direct investments in 
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companies (i.e., McDonald’s Corporation and Coca-Cola) that produce and market products 
linked to rising obesity and NCD rates, and indirect investments in Coca-Cola, Kraft Foods and 
Nestlé through Berkshire Hathaway.92
These considerations should not necessarily preclude PPPs but rather be viewed as opportunities 
to be addressed to strengthen partnerships. Private-sector partners would be better able to 
address conflicts of interest by disclosing and improving their accountability for labor, 
environmental, and health-related policies, practices and performance.  NGOs must be able to 
independently criticize a private-sector entity for issues unrelated to the partnership to fulfill an 
important watchdog function to hold governments and industry accountable for public health 
commitments by exposing non-compliance and inaction.24,29
Guidelines have been proposed to minimize conflicts of interest and biases related to industry-
sponsored research with commercial applications.103 Organizations could make partnership 
terms, outcomes and benefits more transparent and explicit through clearly written contracts; 
incorporate guidelines for managing conflicts of interest into governing bodies’ bylaws; and 
widely promote written policies and an institutionalized process to standardize expectations for 
employees to disclose financial and non-financial industry relationships.92,101,104 Public health 
professionals and NGO staff who receive industry funding could reject payment or withdraw 
from institutional decision-making,92,101 decline to give industry-sponsored presentations, avoid 
ghost writing publications, and turn down consulting arrangements unless governed by clearly 
written contracts.104,106
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Using Co-Branded Activities to Support Healthy Products and Healthful Diets
Co-branding is apparent in all types of partnerships. NGOs should develop criteria and systems 
for accepting company donations and contributions-in-kind that are appropriate to their mission, 
adhere to standard healthy nutritional guidelines, support local sustainable markets and food 
systems, align with desirable items distributed through their programs, and require minimal 
handling or transportation costs.59,72
NGOs may be attracted by food and beverage company sponsorship and cause-marketing to 
secure unrestricted funds to support professional societies and conferences,42,101,107 nutrition 
research,103,108 programs109 and sporting events.110 Sponsorship is a commercial activity to 
promote a company’s brand, not a philanthropic gift70-71  and raises risks when partners either fail 
to effectively manage conflicts of interest or engage in duplicitous activities such as concurrent 
lobbying of legislators to support issues that undermine public health goals.111-112
One approach to facilitate decision-making about co-sponsoring events is to appoint a brand 
advisory committee to use a risk-assessment framework with specific criteria to assess the brand, 
nutrient and event profiles; company marketing and distribution practices; and contextual 
relevance.113 Obtaining accurate proprietary information about a company’s marketing and 
distribution practices is an ongoing challenge, but companies could share this information with 
partners. 
Public perceptions about global food, beverage and restaurant company sponsorship favor 
branded products that have healthy nutritional profiles compared to products with less healthy 
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profiles (i.e., hamburgers, pizza, chocolate bars, salty snacks and sweetened beverages).110
Public-interest NGOs and other partners could develop clear criteria about co-sponsored 
arrangements and align all integrated marketing communications with sponsored products or 
events to consistently promote public health goals.110
Complying with Ethical Codes of Conduct 
Codes of conduct raise and maintain public awareness about specific issues, build public 
pressure to change practices that are detrimental to society, and encourage debate about 
appropriate standards for corporate conduct.114 Most global food and beverage companies have 
generally complied with legally binding treaties, such as the UN Convention on the Rights to the 
Child;115 and voluntary codes of conduct, such as industry self-regulatory programs to advertise 
or market responsibly to children116 and the International Code of Marketing of Breast-Milk 
Substitutes.117 In the latter case, there are notable exceptions documented by independent groups 
when certain companies’ marketing practices continuously violate the Code118-120 while industry-
supported, third-party verification mechanisms confirm company compliance.121-122 These issues 
cause tension, erode public trust and respect for partners, and diminish the effect of voluntary 
codes.  
Several company pledges have been deemed inadequate to protect children’s health and well-
being, revealing that many companies’ current marketing practices that promote unhealthy 
products undermine children’s right to a healthful diet.115 Independent evaluations123-127  have 
documented questionable marketing practices of global companies participating in GAIN, IFBA 
and HWCF that have not yet been adequately addressed by industry self-regulatory programs, 
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individual companies, or dealt with in a coordinated way among public-interest NGOs.  
Companies have used different approaches to product reformulation; varied nutrition standards 
to define healthy products; applied more lenient criteria for products they manufacture; varied 
self-regulatory marketing pledges between countries and regions; lacked clear policies on 
marketing to children and adolescents; excluded packaging, point-of-sale materials, in-school 
marketing, contributions-in-kind and new media from pledges; made no commitments to stop 
marketing unhealthy products to children through their parents. 
Shared principles have been proposed for stakeholders to promote infant and young child 
nutrition93 and to reduce the commercial promotion of unhealthy products to children and 
adolescents.128 Industry self-regulatory programs are likely to be effective when they establish 
and widely promote transparent regulatory standards with input from diverse stakeholders, 
develop meaningful objectives and benchmarks, institute a mandatory public reporting 
mechanism to show compliance with voluntary codes, and allow evaluations to be conducted by 
independent groups.129 The timing is crucial for all stakeholders to implement, monitor and 
evaluate these principles given WHO’s global resolution recommending that Member States 
substantially reduce marketing practices that promote unhealthy food and non-alcoholic beverage 
products to children and adolescents.130
Conducting Due Diligence to Assess Partnership Compatibility and Evaluate Outcomes
Frameworks and tools are available, including compatibility assessment criteria (Table 5.6) and a 
benefit–risk decision-making pathway (Figure 5.7), to help NGOs conduct due diligence to select 
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appropriate partnerships for collaborations that promote synergy, transparent decision-making 
and accountability for specific outcomes.27,62,67,131-133
Table 5.6 A tool to assess partnership compatibility between non-governmental organizations 
and transnational food, beverage and restaurant companies to address global nutrition challenges
Dimension Assess Partnership Compatibility Potential Benefits 
Mission Is involvement in a partnership or social alliance 
expressing the company’s mission or vision?
Is the cause addressed by the partnership part of the 
non-governmental organization’s (NGO’s) core 
mission? 
Shared priorities
Resources Does each partner have resources that the other 
needs and would have difficulty accessing 
themselves?
Are resources vital to create an advantage for each 
partner? 
Dependence and differential advantage
Management Do the leaders of the company and NGO have 
personal chemistry?
Do strong personal bonds exist among counterparts 
at multiple levels?
Managerial engagement and support
Workforce Is there a fit between the company’s workforce and 
the cause such that they have or will develop an 
affinity for the cause and become involved in 
grassroots efforts?
Enhancing organizational identification
Providing volunteer support
Target market Is there a demographic, geographic and/or 
psychographic fit between the members of the 
target market such that they have or will develop an 
affinity for the cause?
Can the NGO’s constituents influence the 
company’s brand or products?
Creating differential advantage
Providing volunteer support
Product or cause Can endorsements be created that benefit all 
partners?
Does the product or cause marketing arrangement 
meet healthful criteria and support public health 
goals?
Are there unintended consequences or detrimental 
effects related to product or event co-sponsorship, 
Creating value through co-branding 
opportunities
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or contributions-in-kind?
Is the compatible positioning between the company 
and the NGO based on strategic similarity?
Cultural fit and values Are the organizational values of the partners 
compatible?
Ease of implementation and management
Cycle Are the business cycles of the company and 
fundraising cycles of the NGO partner aligned?
Timing congruence
Evaluation Have partners specified how they will measure the 
effectiveness of the alliance?
Have partners developed mutual or joint measures 
of success?
Can partners support each other’s primary measure 
of success?
Shared perception of success
Source: adapted from reference 27.
236
Figure 5.8 A benefit-risk decision-making pathway for non-governmental organizations to 
engage with transnational food, beverage and restaurant companies through partnerships to 
address the double burden of malnutrition
 
*For prospective partners to put this decision-making pathway into practice, steps 1-5 are non-
negotiable and all need to be “yes”  before proceeding with a potential public-private partnership 
(PPP). Step 6 is the ongoing and final decision-making required to ensure that the PPP will 
optimize benefits and minimize risks to all partners and target populations.        
Sources: adapted from references 18, 62, 132-133.
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NGOs may already have developed corporate social responsibility profiling, partnership criteria 
and institutionalized guidelines governing how they partner with companies that manufacture 
socially unacceptable products (i.e., weapons, tobacco) or engage in egregious practices (i.e., 
child exploitation, gambling and extractive mining). NGOs should also develop partnership 
profiling, guidelines and criteria to evaluate the totality of partnership activities with 
transnational food, beverage and restaurant companies, including their compliance with 
voluntary codes131-133 and ensure that PPPs are harmonized with country strategies, institutions 
and processes. 
Conclusions
This paper described partnership opportunities, benefits and challenges; and tools and 
approaches to help NGOs engage with the private sector to effectively address global nutrition 
challenges. While partnerships may present certain benefits, not all PPPs will produce benefits 
for every partner or target populations.  PPP challenges include: balancing private commercial 
interests with public health interests, managing conflicts of interest and biases, ensuring that co-
branded activities support healthy products and healthy eating environments, complying with 
ethical codes of conduct, conducting due diligence, and evaluating partnership compatibility and 
outcomes. NGOs should adopt a systematic and transparent approach using available tools and 
processes to maximize benefits and minimize risks related to partnering with transnational food, 
beverage and restaurant companies to effectively target the global double burden of malnutrition. 
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Chapter 6: Background to publications 4-7
“There can be few matters of such compelling importance as the health of America’s children and youth. 
The committee is grateful for the opportunity to contribute this report as a resource for insight and 
action, and we are hopeful that its recommendations will help turn the threat of the current trends into 
an opportunity for change.”  
J. Michael McGinnis, Chair, IOM Committee on Food 
Marketing and the Diets of Children and Youth, 2006
Study 4: Creating healthy food environments for American children and adolescents
In Fiscal Year 2004, the US Congress directed the federal Centers for Disease Control and 
Prevention (CDC) to support a comprehensive, evidence-based review of the effects of food 
marketing on the diet and health of children and adolescents. Following this congressional
directive, the CDC requested the IOM of the National Academies to convene an expert 
committee and conduct an 18-month study to assess the effects of food marketing on children’s 
diet and health in the United States. It had been nearly 25 years since a similar evidence review 
was undertaken for this issue.  The IOM appointed a 16-member committee with broad expertise
to undertake the evidence-based review of the influence of food and beverage marketing on the 
diets and health of children and youth in the United States, including the characteristics of 
effective marketing of foods and beverages to promote a healthful diet.
The IOM committee consensus report was released in December 2005, which concluded that the 
prevailing marketing practices did not support a healthful diet and offered 10 comprehensive 
recommendations for diverse private- and public-sector stakeholders to promote a healthful diet
to young people.(1)
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The four publications in this chapter explore the principles of the accountability framework that 
is described in depth in chapter 4.
Publication #4 undertook a comprehensive review of the available evidence over a five-year 
period to evaluate progress made by the private sector, including food, beverage and restaurant 
companies; trade associations; entertainment companies; and the media to achieve the IOM 
report recommendations over five years (December 2005 to January 2011).(2) This publication 
offers a range of suggested actions for industry stakeholders to make further progress toward the 
IOM recommendations. Thus, it is a form of “taking, sharing and holding the food industry 
sectors to account” for their impacts on the food and eating environments in the United States.
Publication #5 is a letter-to-the-editor that responds to issues raised in the American Journal of 
Preventive Medicine, concerning the food industry defending its position of ‘doing enough to 
address unhealthy diets’ for American children. This publication recognized that two food 
industry trade associations (i.e., Grocery Manufacturers Association and the Food Marketing 
Institute) developed and publicly announced plans to use a new front-of-packaging food labelling 
program called Nutrition Keys (although changed to Facts Up Front) that would serve as the 
basis for a consumer education program without input from two federal agencies (the US Food 
and Drug Administration and US Department of Agriculture) who are responsible for holding the 
food industry to account for actions that impact the health of American children and 
adolescents.(3)
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Publication #6 evaluated progress made by the public sector including government, educational 
leaders and schools to achieve the IOM report recommendations over five years (December 2005 
to January 2011) and suggested actions to accelerate further progress. (4) Similar to publication
#4, this paper is a form of “taking, sharing and holding the public-sector actors to account” for 
their impacts on the food and eating environments in the US.
Publication #7 is a letter-to-the-editor of the American Journal of Clinical Nutrition that raises 
the issue of US and international groups coalescing around the goal of reducing unhealthy food 
marketing to children in order to make meaningful progress to promote the recommended intake 
of fruits and vegetables to young people. This publication explicitly recognized that the 
marketing of unhealthy foods to children is a ‘complicated barrier that deserves greater attention, 
public deliberation, accountability and resolution for how diverse groups can work effectively 
together to promote fruit and vegetable access at global, regional, national and local levels while 
eliminating the marketing of energy-dense, nutrient-poor food and beverage products that may 
displace fruits and vegetables in children’s diets.’ The publication emphasizes the need for civil 
society groups to hold both government and industry to account (step 3 of the accountability 
framework) for the collective underinvestment in resources to improve fruit and vegetable intake 
among children and adolescents.
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Publication 4
Kraak VI, Story M, Wartella EA, Ginter J. Industry progress to market a healthful diet to 
American children and adolescents. Am J Prev Med 2011;41(3):322–33.
Supplemental evidence tables (Appendixes A and B) for this paper are available at 
http://www.sciencedirect.com/science/article/pii/S0749379711003898.
Abstract
Context: The Institute of Medicine (IOM) released an expert committee report in 2005 that 
assessed the nature, extent and influence of food and beverage marketing practices on the diets 
and health of American children and adolescents.  The report concluded that prevailing 
marketing practices did not support a healthful diet and offered recommendations for diverse 
stakeholders to promote a healthful diet. 
Purpose: The investigators evaluated progress made by food, beverage and restaurant 
companies; trade associations; entertainment companies and the media to achieve the IOM report 
recommendations over five years. 
Evidence acquisition: A literature review was conducted of electronic databases and relevant 
government, industry and media websites between December 1, 2005 and January 31, 2011. 
Evidence selection was guided by the IOM LEAD principles (i.e., locate, evaluate and assemble
evidence to inform decisions); five qualitative-research criteria; and validated by data and 
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investigator triangulation.  The investigators selected and categorized 117 data sources into two 
evidence tables used to evaluate industry progress (i.e., no, limited, moderate and extensive). 
Results: Food and beverage companies made moderate progress; however, limited progress was 
made by other industry sub-sectors.  Industry stakeholders used integrated marketing 
communications (IMC) to promote primarily unhealthy products, which threaten children’s and 
adolescents’ health and miss opportunities to promote a healthy eating environment.
Conclusions: Diverse industry stakeholders have several untapped opportunities to advance 
progress by promoting IMC to support a healthful diet; substantially strengthening self-
regulatory programs; supporting truthful and non-misleading product labeling and health claims; 
engaging in partnerships; and funding independent evaluations of collective efforts. 
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Introduction   
Food and beverage marketing to children and adolescents is a complex, contentious and rapidly 
evolving issue linked to the US overweight and obesity crisis that affects one third (32 percent) 
of American children and adolescents, ages 2 to 19 years.1,2 In 2004, Congress directed the 
Institute of Medicine (IOM) of the National Academies to convene an expert committee to 
review the evidence for food and beverage marketing practices that influence the diets of 
children and adolescents, and recommend strategies to promote a healthful diet.  In December 
2005, the IOM released an expert committee report, Food Marketing to Children and Youth: 
Threat or Opportunity?, which assessed the nature, extent and influence of food and beverage 
marketing on the diets and health of American children and adolescents.3 
The IOM committee documented that most American children and adolescents have inadequate 
intakes of nutrient-dense food groups (i.e., fruits, vegetables, whole grains and low-fat dairy) and 
consume lower than recommended levels of shortfall nutrients (i.e., potassium, fiber and 
calcium).3 Young people also have excessive intakes of energy-dense foods and beverages and 
consume higher than recommended levels of nutrients of concern (i.e., sodium, added sugars, 
total calories, total fat and saturated fat).  Recent analyses have confirmed these troubling dietary 
trends.4,5,6,7,8,9
The IOM committee conducted a systematic literature review and found that television 
advertising influenced children’s preferences and purchase requests, diets and health. The 
committee’s findings were limited to television advertising because of knowledge gaps and lack 
of access to proprietary information about newer forms of integrated marketing communications 
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(IMC), whereby companies combine advertising, public relations, sales promotion, direct 
marketing, sponsorships and point-of-purchase with many communication techniques to provide 
clarity, consistency and maximum impact to reach customers.10,11
The IOM committee also found that leading food and beverage companies spent substantial 
resources to market branded food and beverage products to young people that do not support a 
healthful diet.3 These findings were confirmed by the Federal Trade Commission (FTC).12 Based 
on the 2006 marketing expenditures of 44 food, beverage and restaurant companies, more than 
$1.6 billion dollars were spent to market primarily unhealthy products to children and 
adolescents, of which $870 million dollars were spent to market to children younger than 12 
years and more than $1 billion dollars were spent to market to adolescents.12 
The IOM committee concluded that food and beverage marketing influences the diets and health 
of children and adolescents; current marketing practices are out of balance with a healthful diet 
and create an environment that puts young people’s health at risk; companies and marketers have 
underutilized their potential to apply resources and creativity to market a healthful diet; 
achieving a healthful diet will require industry leadership and sustained, multisectoral and 
integrated efforts; and current public policy lacks support or authority to address emerging 
marketing practices that influence diets. 
The IOM report offered 10 recommendations to guide diverse private- and public-sector 
stakeholders to promote a healthful diet to children and adolescents. The first five 
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recommendations focus on industry stakeholders including food, beverage and restaurant 
companies; industry trade associations; food retailers; entertainment companies and the media. 
A companion paper will address public-sector stakeholder progress.  This paper reviews the 
available evidence between December 1, 2005 and January 31, 2011 to evaluate industry 
stakeholders’ progress to market a healthful diet to children and adolescents. The results are 
discussed within the context of potential opportunities and actions industry stakeholders might 
pursue to advance progress toward the IOM food marketing report recommendations. 
Methods 
Figure 1 summarizes the methods used to evaluate industry progress. The investigators (1) 
established the evidence selection approach, criteria and search strategy, including search terms; 
(2) conducted a literature review between December 1, 2005 and January 31, 2011 of electronic 
databases, federal government agency websites, company and industry websites, gray-literature 
studies and reports, and media stories or news releases; (3) selected and categorized 117 
evidence sources (N=47 published articles and reports and N=70 media stories or news releases) 
into two evidence tables; (4) independently reviewed the evidence for the major IOM 
recommendations and sub-recommendations before assigning an evaluation category, and 
reached consensus on the progress evaluation category (i.e., no, limited, moderate and extensive) 
for stakeholder groups in a specific sector pertinent to each recommendation; and (5) identified 
opportunities and potential actions that industry stakeholders could take to accelerate progress 
toward the IOM food marketing recommendations based on the evidence tables, other expert 
committee reports, and grounded in the evolving policy developments for each area explored.
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To guide the evidence selection and interpretation, the investigators used principles developed by 
a separate IOM expert committee in 2010,13 based on an obesity-prevention decision-making 
framework to locate, evaluate and assemble evidence to inform decisions (LEAD). The LEAD 
principles were developed for decisionmakers to use a systems perspective to identify the type of 
evidence required to answer specific public health questions when evidence is limited but actions 
must be taken. The LEAD approach combines available evidence with theory, professional 
experience, and local wisdom to inform decision-making and integrates scientific evidence into 
broader factors that influence obesity-prevention policies.13 The investigators selected the LEAD 
approach because it was appropriate to the research task to use all available evidence to inform 
policy. Food marketing to young people is a complex issue requiring diverse evidence from
broad areas to evaluate overall progress over time made by multiple stakeholders to market a 
healthful diet to children and adolescents. 
The investigators used five, accepted qualitative-research criteria14 (i.e., data relevance, research-
design quality, professional judgment, contextual analysis, and credibility by data verification) 
and data and investigator triangulation to validate evidence convergence.15,16 The search terms 
were selected after reviewing the existing food and beverage marketing literature (Table 6.1).   
The initial search yielded hundreds of documents. The investigators repeated and refined 
subsequent searches according to specific evaluations that pertained to the IOM 
recommendations for each industry sector examined. 
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Appendix A summarizes the study designs, report descriptions and findings for 47 evidence 
sources. Appendix B lists 70 media stories, press or news releases used for the evaluation.  
Due to space limitations in this thesis, the Appendixes for the industry paper can be accessed at  
http://www.sciencedirect.com/science/article/pii/S0749379711003898.
Figure 6.1 provides the recommendations for industry stakeholders, specific action domains, and 
a progress evaluation for each industry sector. The investigators convened to discuss 
opportunities and actions that industry decisionmakers might take to accelerate progress toward 
the IOM committee’s recommendations. This figure highlights potential opportunities and 
actions that are grounded in the evidence tables, the evolving policy developments for each area, 
and supported by other expert committee and advisory group reports. The results are presented in 
a narrative summary.
Results
The evaluation showed that extensive progress was not made by any industry stakeholder to 
achieve the IOM recommendations (Figure 6.1). Moderate progress was made by food and 
beverage companies and industry, in cooperation with public-sector groups, to improve 
marketing practice standards; and limited progress was made by restaurants, industry trade 
associations, entertainment companies and the media over the five-year period reviewed. 
249
Figure 6.1 Potential opportunities and actions for industry stakeholders to promote a 
healthful diet to American children and adolescents*
*Based on the IOM Food Marketing report recommendations (2006)
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Food and Beverage Companies Moderate progress achieved
Industry reports suggest that progress was made to reformulate and expand healthier 
products;17,18,19,20,21,22,23,24 reduce television advertising for unhealthy products (i.e., sweet snacks 
and sugar-sweetened beverages [SSBs])21,22,23,25 that was supported by two independent 
evaluations; 26,27 develop front-of-package (FOP) labeling for consumers to identify healthy 
products;28,29 and initiate partnerships to promote a healthful diet and healthy lifestyles.30,31
In 2006, the Council of the Better Business Bureaus (CBBB) and National Advertising Review 
Council announced revisions to strengthen the Children’s Advertising Review Unit’s (CARU’s) 
self-regulatory guidelines and released the Children’s Food and Beverage Advertising Initiative 
(CFBAI).32 The CFBAI became operational with 10 food companies in July 2007.21
By September 2010, 17 companies (15 food and beverage companies and two restaurant 
companies) participated in the CFBAI and voluntarily pledged to shift the child-directed 
advertising messages to encourage healthier dietary choices and healthy lifestyles.33
Three CFBAI monitoring reports were released at 6, 12 and 24 months (2008-2010)21,22,23 that 
documented high compliance with company pledges for child-directed advertising. The CFBAI 
guidelines were strengthened and revised in 2009 and 2010.34,35,36 Several food and beverage 
companies promote healthy lifestyles through public-private partnerships with industry 
coalitions, such as the Healthy Weight Commitment Foundation (HWCF),30,37 and the 
Partnership for a Healthier America (PHA).38
The investigators’ progress evaluation found that despite positive actions reported, product 
reformulations showed only incremental changes to meet healthier nutrient profiles;39,40,41  
251
companies continued to advertise and market unhealthy foods and beverages to young 
people12,42,43,44 compared to pre-December 2005 marketing trends;45,46,47,48,49,50,51 companies used 
misleading advertising and health claims to promote children’s products52,53,54 and the FTC and 
CARU investigated certain claims;55,56,57 and FOP labeling symbols and nutrient-profiling 
systems were based on different criteria that hindered consumers’ selection of healthy products 
in grocery stores.28,58  Company pledges failed to protect children under 12 years and adolescents, 
ages 12-17 years, from all types of marketing practices promoting unhealthy products;59,60,61,62 
non-participating CFBAI companies were more likely to market unhealthy products;61 and 
public-private partnerships should be evaluated for effectiveness.63 
Restaurants Limited progress achieved
Full-service and quick-serve chain restaurants (QSRs) made limited progress to expand and 
promote healthier meals and provide calories and other nutrition information at point-of-choice 
and consumption.  A 2006 Keystone Center advisory committee (with industry representatives) 
reinforced the IOM food marketing report recommendations for restaurants to expand healthier 
options, reduce portion sizes and promote menu labeling;64,65 however, restaurants failed to act 
as revealed by two studies in 2008-2009 that documented less than 10 percent of children’s 
restaurant meals met healthful criteria consistent with the Dietary Guidelines for Americans 
(DGA).66,67
In 2010, the Rudd Center released a study examining children’s and adolescents’ meal choices at 
12 leading QSR chains.68 The study documented that only 12 out of 3,039 children’s meal 
combinations met established nutrition criteria for preschoolers; only 15 meals met nutrition 
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criteria for older children; meals purchased by adolescents provided an average of 800-1,100
calories/meal representing half of their recommended daily calories; and meals sold to young 
people rarely offered healthy side dishes as the default choice.68 
While some restaurants reported expanding healthier children’s meal options,21,22,23 changes  
made suggested an industry strategy to respond to negative public relations generated by 
advocacy groups disclosing that most restaurant meals exceeded young children’s recommended 
daily calories (480 calories/meal, representing one third of the recommended 1,300 calories/day 
for young children),69 and adolescents’ recommended daily calories (733 calories/meal, 
representing one third of the recommended 2,200 calories/meal for adolescents).70 Meals also
exceeded recommendations for sodium, fat and added sugars66,67,68 that contributed to poor diet
quality. Two studies suggested that mandatory menu labeling may help parents make healthier 
choices for their children.71,72
Only Subway and Walt Disney restaurants have designated healthy default choices (i.e., fruits, 
non-starchy vegetables and low-fat or fat-free milk) as the preferred side dishes and beverages, 
respectively, accompanying children’s meals instead of high-calorie, low-nutrient options (i.e., 
french fries and SSBs).66,68,73 McDonald’s and Burger King are the only two restaurants 
participating in the CFBAI.21,22,23 Several other leading QSR restaurants, including YUM! 
Brands (the parent company for KFC, Taco Bell and Pizza Hut) and Subway, have not joined the 
CFBAI.  
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The QSR sector spent more than $4.2 billion in 2009 on marketing to young people and adults 
through TV, digital, mobile and social media.68 From 2003 through 2009, exposure to QSR 
chain TV advertisements increased by 21 percent for preschoolers, 34 percent for children (2-11
years), and 39 percent for adolescents (12-17 years).25,68 African-American children and 
adolescents, who are disproportionately affected by higher overweight and obesity rates, were 
targeted more aggressively by QSR chain restaurant TV advertisements during this 
period.25,26,68,74
A 2010 evaluation documented that only 24 percent of 42 restaurants had marketing policies for 
children  and had complied with the FTC’s recommendation to standardize nutrition criteria for 
marketing to children.62 No evidence showed that restaurants had used competitive pricing to 
encourage healthy meals, and QSR restaurants failed to provide nutrition guidelines for meals 
when offering toys to children.75,76 McDonald’s opposed health advocates in California’s Santa 
Clara County77 and San Francisco78 to legally mandate specific nutrition standards when 
distributing toys or incentives with children’s meals. While McDonald’s defended its Happy 
Meals,79 the company reportedly reformulated children’s meals and posted the updated 
information on a public website80 after being threatened with a consumer advocacy-group 
lawsuit 81 formally initiated in December 2010.82
Restaurants have not joined public-private partnerships such as the HWCF and the PHA to 
promote healthful diets. The restaurant leadership inadequacies were noted by First Lady 
Michelle Obama who encouraged the sector to substantially improve meals for American 
children and families and their involvement in the Let’s Move! initiative.83
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Industry Trade Associations Limited progress achieved
Industry trade associations collectively made limited progress to demonstrate leadership and 
harness industry creativity, support and resources to market a healthful diet. Trade associations 
representing the food, beverage, food retail, and fresh produce industry demonstrated certain 
positive actions during the period reviewed.25,84,85,86,87,88,89,90 Very limited progress was made by 
trade associations representing advertisers and marketers,91,92 restaurants,93 and the confection94
and snack-food95 sectors.  No evidence showed that the 2006 school snack food agreement96 had 
been evaluated.  Unhealthy food and beverage products were widely available to children 
through food retailers.97,98 Although, Wal-Mart announced encouraging steps in early 2011 to 
expand healthier options.99 Only three trade associations are members or partners of the 
HWCF.37
This evaluation accounted for delayed industry trade actions—which appeared to improve in 
February 2010 after Let’s Move! was initiated100 and in May 2010 after the release of the White 
House Task Force Report on Childhood Obesity101—and lobbying actions that undermined 
public health goals. The National Restaurant Association (NRA) neither publicly encouraged 
members to join the CFBAI nor provided technical support to promote clear advertising policies 
to children that aligned with healthy criteria.  NRA also failed to support menu labeling until it 
became apparent that it would be enacted into law through health-care reform legislation in 
March 2010.102 Two advertising trade associations continue to defend their right to advertise to 
children.91,92  The National Confectioners Association viewed the Child Nutrition Program 
Reauthorization legislation as a threat due to proposed limits on candy sales in school vending 
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machines.94  These trade associations did not make position papers or policies publicly available 
to support marketing a healthful diet. 
The Grocery Manufacturers Association’s (GMA’s) positive actions were evaluated within the 
context of spending $1.6 million and the NRA spending $1.4 million, respectively, to lobby 
legislators to oppose an SSB tax in 2009.103 In late 2010 and early 2011, GMA and the Food 
Marketing Institute (FMI) announced that they had developed their own FOP nutrition labeling 
system called “Nutrition Keys” and pledged a $50 million education campaign to provide 
American consumers with an easy-to-use format providing calories, saturated fat, sodium and 
added sugars.104,105,106 This strategy was developed without FDA input107 and pre-empted a 
forthcoming IOM report based on consumers’ understanding of FOP systems. The industry 
initiative could confuse consumers unless it is spearheaded by the Food and Drug Administration 
(FDA) and informed by IOM recommendations.28 
Marketing Practice Standards Moderate progress achieved
Industry stakeholders made moderate progress to work with government and other groups to 
establish and enforce marketing standards for young people. By 2010, 17 companies 
representing about two-thirds of the industry marketing expenditures for children and 
adolescents, voluntarily participated in the CFBAI and reported progress in revising, applying 
and evaluating their advertising standards.23,108,109,110 Although, many marketing practices and 
marketing to adolescents were excluded from companies’ pledges.
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Government made moderate progress to evaluate companies’ compliance. The FTC released 
three reports between 2006 and 2008—one with the US Department of Health and Human 
Services (HHS) acknowledging some positive company actions;17 an analysis of young people’s 
TV advertising exposure between 1977 and 2004 that showed a majority of advertisements 
promoted unhealthy foods to children under 11 years through prime-time TV and other 
programming;111 and a report documenting that more than $1.6 billion was spent in 2006 to 
market primarily unhealthy food and beverage products to young people.12 A 2008 Senate 
hearing112 and the FTC12 urged companies to adopt meaningful, uniform nutrition standards for 
all products marketed to children, and develop pledges beyond child-directed advertising that 
would apply to all forms of marketing, including measured media spending (representing media 
categories that companies use to promote products systematically tracked by media research 
companies) and unmeasured media spending (representing sales promotions, coupons, and 
Internet-based marketing that are not systematically tracked).3,12  No company has yet complied 
fully with the FTC recommendations.
A 2006 Federal Communications Commission (FCC) Task Force was unable to reach consensus 
on nutrition standards and media marketing by 2008.124 In 2009, concern about the limited 
effectiveness of industry self-regulation prompted Congress to direct the federal government to 
convene an Interagency Working Group (IWG) on Marketing to Children with representatives 
from the Centers for Disease Control and Prevention (CDC), FDA, FTC and US Department of 
Agriculture (USDA) to conduct a study and develop recommendations to establish food 
marketing standards for promotional practices targeting children and adolescents.113 Congress 
requested the IWG to submit its report and recommendations by July 15, 2010. Although 
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tentative draft nutrition standards were released by the federal IWG at an FTC meeting in 
December 2009,114 delays in posting to elicit public input prevented the IWG from meeting the 
July 15, 2010 Congressional deadline.115 In September 2010, the FTC delivered subpoenas to 48 
food and beverage manufacturers, distributors, and QSRs to obtain information to review 
changes in industry expenditures and marketing activities from 2006 to 2009 and to assess the 
effectiveness of industry’s voluntary actions over this period116 for a follow-up report to be 
released in 2011.117
This progress evaluation noted several industry inadequacies to improve marketing practices that 
protect children and adolescents.  First, most companies have not extended self-regulatory 
pledges to cover broader forms of child-directed marketing, such as product packaging and in-
store marketing. The pledges of most companies do not cover all forms of spending on “new 
media” (i.e., digital, mobile, and interactive social media) that are less expensive and highly 
engaging to maximize young peoples’ exposure to marketing messages for unhealthy products 
more effectively when compared to more traditional forms of advertising.118 The pledges of 
most companies also do not cover all school-based marketing practices (i.e., fundraisers, 
sponsorship, in-school celebrations, label-redemption programs, products donated as 
contributions-in-kind and cause marketing).120,121,122  Second, companies have not extended 
pledges to cover advertising and marketing practices that promote unhealthy food and beverage 
products targeted to adolescents.118 Third, each CFBAI member’s pledge is based on its own 
selective nutrition standards rather than a universal set of evidence-based nutrition standards.62 
Fourth, while a reduction in third-party licensed characters used to promote products to young 
children was observed, companies are using other forms of cross-promotion marketing.123
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Nearly half (49.4 percent) of company advertisements use licensed characters to promote 
unhealthy products,61 which is important because children prefer foods with licensed characters, 
especially for energy-dense foods (candy) compared to healthier options (baby carrots).123
Media and Entertainment Companies Limited progress achieved
The media and entertainment industry made limited progress during the period reviewed.  At a 
2008 Senate hearing,112 the FCC Chairman expressed concern that few media companies had 
voluntarily limited advertisements targeting children.124 A 2010  evaluation showed that only 
one quarter of entertainment companies had a clear policy on food marketing to children. 
Existing policies addressed third-party licensed characters but were weaker for products 
marketed through broadcast, print and digital media and product placement.62 Only Walt Disney 
and Sesame Workshop reported limiting child-directed marketing to products meeting specific 
nutrition standards. The Cartoon Network developed policies for licensed characters but lacked 
policies for other promotional activities.  Nickelodeon neither had nutrition standards nor a clear 
policy about food marketing to children62,125,126 despite earlier public commitments to implement 
policies.17,127
One evaluation found that the percentage of advertisements for high-calorie and low-nutrient 
foods aired by entertainment companies decreased only slightly between 2005 and 2009 (before 
and after the CFBAI was implemented) from about nine in ten (88 percent) to eight in ten (79 
percent) food advertisements.61  No children’s entertainment companies currently participate in 
the CFBAI or HWCF. Entertainment companies’ brand-equity characters are exempted from the 
updated 2010 CFBAI principles that encouraged member companies to limit third-party licensed 
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characters to advertise only products that promote a healthful diet or healthy lifestyles. CFBAI 
pledges exclude licensed characters on product packaging because most companies do not 
consider this promotion activity to represent advertising.40
The media shape the public's opinions about obesity, diet and health by emphasizing feature 
stories and articles about the causes of unhealthy diets, affected groups, and stakeholders 
responsible for an effective response. Trends in media coverage of obesity-related stories showed 
a steady increase during the period reviewed127 but the specific content and accuracy of these 
stories are unknown. In 2009, a report examining US health-care journalism found that financial 
pressures on the media industry and competition to break news on innovative and expanding 
Internet-based media platforms influence and affect the quality of health reporting. These 
challenges have caused journalists specializing in health-care coverage to be concerned about the 
lack of in-depth, detailed reporting and the influence of public relations and advertising on news 
content and consumers’ perceptions of media stories.128
Discussion
Eating behaviors of children and adolescents are highly complex because they are influenced by 
the interplay of many factors across different contexts to potentially create healthy food and 
eating environments.129 Marketing to young people is equally complicated because it involves 
diverse stakeholders with different motivations and priorities that interact over time. The IOM 
committee identified food marketing to children and adolescents as a current threat to young 
peoples’ diets and health, but also viewed marketing as potentially providing opportunities to 
improve young people’s future diet and health.3
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A subsequent 2007 IOM obesity prevention progress report130 acknowledged the tensions among 
private- and public-sector stakeholders to promote a healthful diet to children and adolescents, 
with special consideration for the following issues: conveying consistent and appealing 
messages; ensuring transparency by sharing relevant marketing data; obtaining company-wide 
commitments; understanding the interactions among companies, marketing practices, and 
consumer demand; balancing free-market system goals with protecting young peoples’ health; 
and committing to monitor and evaluate all efforts.  
Industry decisionmakers and policymakers have many opportunities to accelerate progress 
toward the IOM food marketing committee’s recommendations and to create healthy eating 
environments by using a new infrastructure that has evolved since the 2006 IOM food marketing 
report release.  The infrastructure includes industry self-regulatory mechanisms (i.e., CARU and 
CFBAI), public-private partnerships, independent monitoring and evaluations undertaken by 
academic and advocacy groups, and federal government initiatives, including the IWG on Food 
Marketing to Children,114 FTC studies,116,117 FDA leadership on FOP labeling,131 and the HHS 
and USDA release of the DGA 2010.132
This evaluation found that moderate progress was made by food and beverage companies and 
diverse groups to strengthen marketing practice standards. However, restaurants, industry trade 
associations, entertainment companies and the media made limited progress.  Industry 
stakeholders used IMC to market primarily unhealthy products that threaten children’s and 
adolescents’ health and miss opportunities to promote healthy eating environments. There are 
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many opportunities and actions that industry stakeholders could take accelerate progress. The 
proposed actions are grounded in the evidence reviewed for this progress evaluation, and 
recommended by other expert committees and advisory groups6,12,17,27,28,64,101,117,130,132 (Figure 
6.1).
Conclusions
The IOM recommendations provide a coherent framework to ensure that a nexus of coordinated 
actions are implemented to promote a healthful diet to young people. This paper used the IOM 
LEAD approach to evaluate progress made by industry stakeholders to achieve the IOM food
marketing report recommendations for marketing a healthful diet to children and adolescents. 
The results can inform potential actions that decisionmakers might take to promote healthy 
products, a healthful diet and healthy food and eating environments. A companion paper will 
address public-sector stakeholder progress.  Moderate progress was made by food and beverage 
companies and diverse private- and public-sector stakeholders to improve marketing practice 
standards. Limited progress was made by restaurants, industry trade associations, and 
entertainment companies and the media to market a healthful diet.  Diverse industry stakeholders 
have many untapped opportunities to advance progress  by collectively promoting IMC for 
healthy food, beverages and meals; substantially strengthening self-regulatory programs; 
supporting clear, truthful and non-misleading product labeling and health claims; engaging in 
public-private partnerships; and funding independent evaluations of collective efforts. 
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Abstract
Context: The Institute of Medicine (IOM) released a report in 2005 that assessed the nature, 
extent and influence of food and beverage marketing practices on American children’s and 
adolescents’ diets and health.  The report concluded that prevailing marketing practices did not 
support a healthful diet and offered recommendations for diverse stakeholders to promote a 
healthful diet. The investigators evaluated progress for government and schools to achieve the 
IOM report recommendations over five years. 
Evidence acquisition: A literature review was conducted of evidence available between 
December 1, 2005 and January 31, 2011. Evidence selection was guided by the IOM LEAD 
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principles (i.e., locate, evaluate and assemble evidence to inform decisions); five qualitative-
research criteria; and validated by triangulation. The analysis was conducted between February 
and June 2011. The investigators categorized 80 data sources into three evidence tables to 
evaluate public-sector progress (i.e., none, limited, moderate and extensive). 
Evidence synthesis: Schools made moderate progress. Government made limited progress to 
strengthen the nation’s research capacity to understand how marketing influences diets; and no 
progress either to create a national ‘healthy eating’ social marketing campaign, or to designate a 
responsible agency to monitor and report on progress for all actions.
Conclusions: Public-sector stakeholders have missed opportunities to promote healthy eating 
environments for young people. Government could optimally use all policy tools—incentives 
and disincentives, education, legislation, regulation and legal actions.  Schools could more 
effectively engage parents; promote national nutrition standards, available guidelines and 
technical assistance; require mandatory reporting of wellness policies; and evaluate collective 
efforts.   
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Context 
In December 2005, an expert consensus committee convened by the Institute of Medicine (IOM) 
of the National Academies released a congressionally requested report that assessed the nature, 
extent and influence of food and beverage marketing practices on the diets and health of 
American children and adolescents.1  The report concluded that food and beverage marketing 
influences the diets and health of children and adolescents; current marketing practices create an 
environment that puts young people’s health at risk; companies and marketers have underutilized 
their resources and creativity to market a healthful diet; industry leadership and sustained, 
multisectoral and integrated efforts are required; and current public policy institutions lacked the 
authority to address emerging marketing practices that influence young people’s diets.
Historical Context 
The significance of the IOM food marketing report dates back to the 1970s, when the Federal 
Trade Commission (FTC) reviewed the effects of television advertising on children, and initiated 
a rulemaking process to elicit public input to regulate or ban television advertising targeting 
young children.2 Commercial, consumer advocacy, and interest group views clashed as they 
sought to influence the rulemaking process.3 In 1981, the FTC concluded that television 
advertising targeting children under 8 years was unfair and deceptive because children lack the 
cognitive skills to distinguish between persuasive intent and factual information viewed.4 
However, Congress objected to private-sector advertising intrusions, pressured the FTC to 
withdraw its proposed rule premised on inconclusive evidence, and removed the FTC’s authority 
to regulate advertising to children based on the unfairness doctrine, which is a decision that 
persists today.5,6
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These events have renewed salience due to evidence linking the marketing of high-calorie, 
nutrient-poor branded food and beverage products to obesity rates. One third of American 
children and adolescents, ages 2 to 19 years, are currently overweight or obese.7,8 Since the IOM 
food marketing report release, marketing and media environments have evolved with newer 
forms of unregulated digital, mobile and interactive social media to influence young people’s 
preferences, brand loyalty, purchases, diets and health. 
The 2006 IOM food marketing report offered 10 recommendations to guide diverse public- and 
private-sector stakeholders to promote a healthful diet to American children and adolescents. 
Recommendations one through five focused on industry stakeholders, and a separate paper 
examines industry progress achieved.9 This paper summarizes the available evidence used to 
evaluate progress made by public-sector stakeholders (i.e., government, educational leaders and 
schools) to achieve recommendations six through 10 over five years.
Evidence Acquisition
Table 6.1 summarizes the methods used to evaluate progress for public-sector stakeholders. The 
investigators (1) established the evidence-selection approach, criteria and search strategy; (2) 
conducted a literature review of electronic databases, federal government agency websites, gray-
literature studies and reports, legislative databases, and media stories or news releases that 
included relevant information that became available between December 1, 2005 and January 31, 
2011; (3) selected and categorized 80 data sources (n=50 published articles or reports, n=7 
enacted legislation, and n=23 media stories or news releases) into three evidence tables; (4) 
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independently reviewed the evidence for the major IOM recommendations and sub-
recommendations before assigning an evaluation category (i.e., none, limited, moderate and 
extensive) based on six criteria: stakeholder transparency, accountability, cooperation and 
collaboration within and across sectors with other groups, consistency of actions, establishing 
and implementing meaningful goals and benchmarks, and voluntary reporting on progress to 
promote a healthful diet; and (5) identified opportunities and potential actions that government, 
educational leaders and schools could take to promote a healthful diet to young people.
To guide the evidence selection and interpretation, the investigators used the IOM LEAD 
approach—an obesity-prevention decision-making framework to locate, evaluate and assemble
evidence to inform decisions (LEAD).10 The analysis was conducted between February and June 
30, 2011. The rationale for using the LEAD principles is described in detail elsewhere.9 
Appendix A summarizes the study design, report description and findings for 50 evidence 
sources, Appendix B lists relevant enacted legislation, and Appendix C lists 23 media stories, 
press or news releases used for the evaluation. Due to space limitations in this thesis, the 
supplemental evidence tables (Appendixes A to C) for the government and schools progress paper 
can be accessed at http://www.sciencedirect.com/science/article/pii/S0749379711009226.
Figure 6.2 summarizes the IOM recommendations six through 10 for public-sector stakeholders, 
specific action domains, a progress evaluation category for each recommendation, and potential 
future actions that decisionmakers might take to accelerate progress toward the IOM report 
recommendations. 
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Table 6.2    Methodologic approach used to evaluate US government and school progress
I. Investigators used the IOM LEAD principles (i.e., locate, evaluate and assemble evidence to inform 
decisions) to establish evidence selection approach, criteria and search strategy 
¾ Five qualitative-research criteria (i.e. , data relevance, research-design quality, professional judgment, contextual 
analysis, and credibility by data verification)
¾ Search terms (i.e., “child,” “children,” “adolescents,” “nutrition,” “food policy, ”food advertising,” “food marketing,” 
“beverage marketing,”  “health,” “wellness,” “obesity,” “overweight,” “government,” “public policy,” “social 
marketing,” “media campaign,” “health education,” “school wellness policies,” “school meals,” “competitive foods,” 
“Child Nutrition Programs Reauthorization,” “Healthy, Hunger-Free Kids Act,” “research,” “progress,” “monitoring” 
and “evaluation”)  
¾ Data and investigator triangulation to identify and validate evidence convergence
II. LOCATE: Investigators conducted a literature review between December 1, 2005 and January 31, 
2011
¾ Electronic databases (i.e., MEDLINE, Science Direct, LexisNexis, Library of Congress, Business Source Premier and 
Mergent)
¾ US federal government agency websites (i.e., Department of Health and Human Services, Centers for Disease Control 
and Prevention, Department of Education, Federal Communications Commission, Food and Drug Administration, 
Federal Trade Commission, National Institutes of Health, US Department of Agriculture, and the Office of the White 
House Press Secretary)
¾ Studies and reports released by industry, government, nonprofit organization, foundations and academic institutions
¾ Legislation database websites 
¾ The Library of Congress THOMAS - http://thomas.loc.gov/
¾ US Government Printing Office - http://www.gpo.gov/
¾ Robert Wood Johnson Foundation Center to Prevent Childhood Obesity -
http://www.reversechildhoodobesity.org/legislation
¾ National Conference of State Legislators – http://www.ncsl.org/
¾ Yale Rudd Center for Food Policy & Obesity legislation database - http://www.yaleruddcenter.org/legislation/
¾ Media stories, press or news releases 
III. EVALUATE & ASSEMBLE: Investigators selected and categorized 80 evidence sources (n=50 
published articles or reports, n=7 enacted legislation, and n=23 media stories, press or news releases) 
into three evidence tables, and independently reviewed the evidence for the major recommendation 
and sub-recommendations that contained the following information:
¾ Primary author, year, and reference number
¾ Study design or report description (i.e., government, industry, foundation, nongovernment organization, peer-reviewed 
journal article, and expert committee report), or media story, press or news release description 
¾ Major findings
All of the available evidence was considered before one of four evaluation categories was selected (i.e., none, limited, moderate and
extensive) for stakeholders within a specific sector (e.g., government) or setting (e.g., schools) pertinent to each IOM 
recommendation, drawing from these criteria:
¾ Stakeholder transparency, accountability, cooperation and collaboration within and across sectors with other groups 
(e.g., industry, public health and consumer advocates), consistency of  actions, establishing and implementing 
meaningful goals and benchmarks, and voluntary reporting on progress to promote a healthful diet to children and 
adolescents 
IV. INFORM DECISIONS: Investigators identified opportunities and potential actions that government 
and school stakeholders could take to advance progress toward the IOM food marketing 
recommendations 
¾ Proposed actions are grounded in the evidence tables, the evolving policy developments for each relevant area, and 
supported by other expert committee and advisory group reports   
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Figure 6.2 Potential opportunities and actions for government and school stakeholders to 
promote a healthful diet to American children and adolescents* 
*Based on the IOM Food Marketing report recommendations (2006)
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Evidence Synthesis
The evaluation showed that extensive progress was not made by any public-sector stakeholder 
group to achieve the IOM report recommendations (Figure 6.2). Moderate progress was made by 
schools and educational leaders to promote healthy eating environments. Government made 
limited progress to strengthening the nation’s research capacity to understand how evolving 
marketing practices influence young peoples’ diets and health; no progress to partner with the 
private sector to create a long-term, national ‘healthy eating’ social marketing campaign reaching 
children, parents and caregivers; and no progress to designate a responsible agency to monitor 
and report on progress for all actions over the five-year period reviewed. The results are 
presented in a narrative summary below.
Parents, Caregivers and Families—No Progress Achieved
The IOM food marketing report recommended that government partner with the private sector to 
create a long-term, multifaceted and financially sustained social marketing program to support 
parents, caregivers and families to promote a healthful diet. The report encouraged government 
to use all integrated marketing communications (IMC) tools, educational and community-based 
efforts to build skills, especially for parents, caregivers and young children; and to create a 
reliable funding stream to support the campaign. Government made no progress to create, 
adequately fund and evaluate a ‘healthy eating’ campaign to incentivize and change young 
peoples’ eating behaviors; produce immediate rewards for children and adolescents to look and 
feel better; and reduce perceived barriers to cost, time and inconvenience.11-15
Only one evaluation was available during the period reviewed for the Fruits & Veggies More 
Matters social marketing campaign initiated in 2007.16 The evaluation found that the campaign 
273
raised mothers’ awareness and fostered positive behavioral intent to increase fruit and vegetable 
consumption; however, actual consumption was challenged by cost, different family preferences, 
and limited restaurant choices.17 No other evaluations were available for national programs or 
campaigns including: the Health and Human Services (HHS’s) We Can!,18 U R What U Eat19 and 
SmallStep Kids;20 the Ad Council’s Coalition for Healthy Children;21 Alliance for a Healthier 
Generation’s (AHG’s) empowerME;22 Sesame Workshop’s Healthy Habits for Life targeting 
preschoolers, parents and child-care providers;23,24 and the US Department of Agriculture’s 
(USDA’s) MyPyramid for Pregnancy & Breastfeeding,25 Preschoolers26 and Kids.27
Additional actions were taken by First Lady Michelle Obama’s Let’s Move!28 initiative that 
signed an agreement between the Partnership for a Healthier America29 and the Healthy Weight 
Commitment Foundation (HWCF),30 pledging $40 million and $20 million dollars, respectively, 
to support childhood obesity prevention. In 2010, the HWCF and Discovery Education launched
an online energy-balance educational curriculum for teachers and students.31 The federal 
government released Healthy People 202032 that included three social marketing objectives33 but 
excluded any reference to promoting a healthful diet to children and adolescents.
Government made no progress to create a public-private mechanism to fund the campaign 
reaching preschoolers, parents and child-care providers. Several educational campaigns use 
Internet-based platforms to deliver messages but are modestly funded compared to corporate-
funded campaigns that apply IMC34—which use all communication channels to deliver messages 
that predominantly promote unhealthy products to young consumers.9 Using even a portion of 
the $20 million HWCF pledge to create a ‘healthy eating’ social marketing campaign would be 
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modest compared to the $1.62 billion dollars spent by industry in 2006,35 though it would 
compete with commercial messages promoting unhealthy food and beverage products. 
State and Local Education Leaders and Schools—Moderate Progress Achieved
Educational leaders, school districts and local schools made moderate progress to create healthier 
eating environments for students. The IOM report charged stakeholders with developing and 
implementing nutrition standards for competitive foods and beverages sold or served in schools, 
and adopting model school wellness policies (SWP) and practices to expand the availability of 
foods and beverages to support a healthful diet.
Implementing Nutrition Standards for Competitive Foods and Wellness Policies 
Between 2005 and 2010, more states implemented competitive foods guidelines (16 in 2005 
versus 28 in 2010) and stricter nutrition standards than USDA (11 in 2005 versus 20 in 2010); 
limited access to competitive foods (20 in 2005 versus 29 in 2010); and supported farm-to-school 
programs (1 in 2005 versus 23 in 2010).36-40 School districts and local schools received technical 
assistance from the AHG’s Healthy Schools Program,41-43 Action for Healthy Kids44 and 
USDA’s Team Nutrition45 to implement model SWP, reduce competitive foods in schools, and 
promote healthy school fundraisers.46,47
National educational leaders,48-53 AHG54,55 and the American Beverage Association56,57
supported policies and actions to expand healthier school foods and beverages. The IOM 
released two reports58,59 to assist federal agencies, states and school districts to implement quality 
nutrition standards for school meals and reduce competitive foods. Healthy People 2020
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included separate objectives to increase healthy foods and beverages at schools, and to increase 
the number of states implementing nutrition standards in child-care settings.33
Despite these important efforts, several evaluations found widespread availability of unhealthy 
competitive foods, especially for older students,60 and in-school marketing of high-calorie, 
nutrient-poor foods used for classroom celebrations and school fundraisers.61-66 SWP 
implementation barriers included competing priorities, limited time, and a perceived need to use 
food for school fundraising.63 The IOM food marketing report identified many in-school 
company marketing strategies to reach students.1 The 2009 Children’s Food and Beverage 
Advertising Initiative (CFBAI) pledges for school advertising67 excluded many promotional 
activities (Table 6.3) and fails to protect students from all marketing practices.68 
Federal Child Nutrition Programs Reauthorization 
The Healthy, Hunger-Free Kids Act (HHFKA) of 2010 (S. 3307) was passed by the US Senate,69 
House of Representatives70 and Congress,71 and signed into law in December 2010.72    If the 
HHFKA law is implemented at planned $4.5 billion dollar funding level, it will be able to 
improve SWP, establish nutrition standards for competitive school foods, implement new food 
safety guidelines, and support partnerships to reduce obesity rates. 
Recent evidence suggests that USDA made some progress to test new strategies to promote 
healthier meals through the national school meals programs when it was designated to administer 
the Chefs Move to Schools Program in May 2010.73 In January 2011, USDA released a proposed 
rule to update the school meals nutrition standards.74 Further, the AHG forged agreements with 
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companies to increase the availability of healthy school meals that align with the HHFKA to 
reach 30 million students annually.75 
Table 6.3 School marketing practices covered by and excluded from the 2009 CFBAI industry 
pledge 
Marketing Practice Covered by CFBAI Pledge Excluded from CFBAI Pledge
Product sales No All food sales
Advertising Direct advertising No
Displays and other 
marketing activities 
promoting food and 
beverage sales
No Vending machine exteriors
Menus & menu boards
Branded display racks
Branded coolers and refrigerator cases
Poster directed at students Posters or tray liners that feature 
specific products or brands not 
tied to or related to items being 
offered for sale
Posters, signage, and tray liners that 
feature specific products or brands tied to 
or related to items being offered for sale
Teaching materials and 
incentive programs
Branded curricula and other 
materials with sales messages or 
embedded branded products
Branded curricula and other materials 
that identify sponsor or provider of 
materials
Branded food reward programs (e.g., for 
reading, good grades, good conduct) and 
adult-directed marketing materials about
reward programs
Materials for students and 
staff
Coupons, food samples, pencils, 
book covers
Branded materials for staff 
(e.g., caps, calendars or aprons)
Fundraising and donations No Label redemption programs
Formal gift-giving programs
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Note: Children’s Food and Beverage Advertising Initiative (CFBAI)
Sources: Council of the Better Business Bureaus, Inc. Fact Sheet on the Elementary School Advertising Principles67
and Food Marketing Report Card: An Analysis of Food and Entertainment Company Policies to Self-Regulate Food 
and Beverage Marketing to Children68
Government—Limited Progress Achieved
Government was charged with using incentives to reward companies to promote healthier foods 
and beverages; using all policy tools (i.e., subsidies, taxes, legislation and regulation) to increase 
fruit and vegetable availability and access; and empowering USDA to develop and test new 
strategies to promote healthier meals through the federal school meals programs. The IOM 
committee recommended that Congress enact legislation to mandate a shift in broadcast and 
cable television advertising if voluntary industry efforts were ineffective to shift high-calorie, 
In-kind donations of branded foods 
(e.g., ready-to-eat or packaged products)
In-kind donations of branded supplies 
(e.g., plates or cups)
Events held off school campuses 
(e.g., fundraising nights at restaurants and 
the in-school promotions for these 
events)
Other Public service announcements or 
advertisements with prominent 
brand or product depictions
Events after the extended school day 
(e.g., family nights)
Spokescharacters, celebrities, and other 
public service announcements or 
advertisements as long as company 
names or brands are not central
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nutrient-poor food and beverage advertising on children’s television programs toward healthier 
products. 
The US Congress,70,71,76-78 President Obama’s administration28,29,72,73,79-81 and federal government 
agencies82-89 all took positive steps to expand healthy eating and address childhood obesity. 
However, no evidence demonstrated that government had used performance awards or tax 
incentives to encourage industry stakeholders to promote a healthful diet, or that Congress had 
taken steps to enact legislation mandating a shift in television advertising, despite only 
incremental industry efforts to substantially shift promotions to healthier products.9 
Fruit and Vegetable Funding and Promotion
While USDA made some progress to expand fruit and vegetable access17 and implement new 
strategies to promote healthier school meals described earlier, other promising actions to 
facilitate fruit and vegetable promotion were identified. The Food, Conservation, and Energy Act 
of 200876 provided a billion dollars in state grants to increase fruit and vegetable availability to 
school-aged children. The American Recovery and Reinvestment Act of 200990 enabled HHS to 
distribute $119 million to 50 states and $372 million to 44 communities in 2010. Communities 
were free to use funds to increase fresh fruit and vegetable availability to children. 91,92 The 
Affordable Care Act of 2010 will promote nutrition labeling of menu items at chain restaurants 
by 2012.78 The Healthy Food Financing Initiative proposed $400 million dollars to create 
incentives such as tax credits for food retailers in urban and rural regions to increase the 
availability of fruits and vegetables.40 However, legal ordinances were underutilized tools at state 
and local levels to expand healthy mobile markets and attract farmer’s markets to promote fruit 
and vegetable consumption.40 
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However, government failed to use all available policy tools to fund initiatives promoting fruits 
and vegetables according to diet-related health spending vis-à-vis diet-related diseases costs.17,93-
95 A federal government spending analysis of fruits and vegetables across USDA, the Centers for 
Disease Control and Prevention (CDC) and National Institutes of Health (NIH) from FY 2000 to 
FY 2008 found that only 2.8 percent of the combined budgets were used for fruit and vegetable-
related activities.94 To align spending in ways to address diet-related chronic diseases, USDA 
would need to double its spending for fruits and vegetables from $3.4 billion to $7.0 billion 
dollars. NIH and CDC would require an additional $107.5 million and $44.7 million dollars, 
respectively, to address fruit and vegetable research and program gaps.94 
Congress Legislating to Mandate a Shift in Television Advertising to Healthy Foods 
During the period reviewed, several independent evaluations of CFBAI-member company 
pledges showed only incremental changes in healthier food and beverage products advertised and 
marketed to children through television.9 A federal Interagency Working Group (IWG) 
comprised of CDC, Food and Drug Administration (FDA), FTC and USDA representatives, 
released draft nutrition standards for marketing to children and adolescents in December 2009.82 
In April 2011, the IWG released proposed principles concerning industry food marketing self-
regulation for public comment.96 No evidence suggested that Congress had empowered the FTC, 
Federal Communications Commission (FCC) or FDA to regulate misleading or deceptive 
industry marketing practices promoting high-calorie, nutrient-poor food and beverage products 
directed to young people. Additionally, Congress had not enacted legislation mandating a shift in 
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the nutritional profiles of products marketed to young people through broadcast and cable 
television. 
Public and Private Research Capacity—Limited Progress Achieved
The nation’s public and private research institutions made limited progress to allocate substantial 
resources to understand how marketing influences the diets of American children and 
adolescents. The IOM committee emphasized the need to conduct studies about newer 
promotional techniques and venues, healthier foods, smaller portion sizes, product availability 
and the impact of television advertising on diet quality and diet-related health.1 No progress was 
made, either to develop a means for commercial marketing data to be made available, as a public 
resource, to understand the dynamics shaping children’s and adolescents’ attitudes and behaviors 
under different circumstances; or to inform a national ‘healthy eating’ social campaign targeting 
parents, caregivers and young children.
Federal research institutions including HHS agencies (i.e., NIH, CDC and FDA), USDA, FTC 
and FCC, produced important documents during the period reviewed. Yet these agencies were 
inadequately funded to comprehensively research marketing practices influencing young 
people’s diets. Congress had appropriated funds for the FTC to complete two reports on 
marketing to children and adolescents in 2007 and 2008.35,97 Congress also appropriated funds 
through the FY 2009 Omnibus Appropriations Act to review changes in industry expenditures 
and marketing activities from 2006 to 2009, and to evaluate the effectiveness of industry’s 
voluntary actions over this period for marketing products to children and adolescents, ages 17 
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years and younger.83,84 The requested study did not meet the July 2010 deadline but the final 
report is anticipated by late 2011.9
NIH supported obesity-prevention research in several areas.98 In 2010, NIH released a draft 
obesity research strategic plan that recommended studying the effects of broadcast and digital 
media marketing on decision-making, energy intake, and physical activity; and testing child- and 
parent-friendly technologies to support behavior changes.99,100 The final NIH research plan was 
released in March 2011.101,102 In early 2011, USDA’s National Institute of Food and Agriculture 
announced the availability of $8.6 million dollars to support childhood obesity research.103,104
The Robert Wood Johnson Foundation (RWJF)105 remains the largest funder of food and 
beverage marketing research on children and adolescents primarily through five national 
programs and projects: Healthy Eating Research,106 Rudd Center for Food Policy and Obesity, 107
Bridging the Gap,108,109 National Policy & Legal Analysis Network to Prevent Childhood 
Obesity,110 and the African American Collaborative Obesity Research Network.111
In 2009, the National Collaborative on Childhood Obesity Research (NCCOR)112 was formed 
with NIH, CDC, USDA and RWJF representatives to prioritize future research and identify best 
practices for community-based obesity prevention and control. By early 2011, it was unclear 
what resources NCCOR would allocate to develop a strategic research agenda for food and 
beverage marketing that could be used to improve young people’s diets and health. 
Monitor and Report on Progress for All Actions—No Progress Achieved
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The IOM committee recommended that the HHS Secretary consult with other federal agencies 
and report to Congress within two years about the progress achieved and additional actions 
needed to accelerate progress. In September 2008, a US Senate hearing was held on food 
marketing to children.113 One assessment suggested that no progress was made toward this 
recommendation.114 Healthy People 2020 was released in December 2010,33 which included 
objectives to increase healthy foods and beverages offered outside of school meals and enhance 
food-retailer incentives to expand access to foods recommended by the Dietary Guidelines for 
Americans 2010.115 In contrast to objectives included to reduce adolescents’ exposure to tobacco 
promotion through diverse media and retail outlets, Healthy People 2020 did not include any 
objectives to reduce young people’s exposure to the marketing of unhealthy food and beverage 
products.33 By early 2011, the HHS Secretary had not yet designated a responsible agency with 
adequate resources to formally monitor and report on progress for all of the IOM food marketing 
report recommendations. 
Discussion
Marketing to children and adolescents involves diverse public and private stakeholders who must 
collaborate and track their progress despite limited resources and competing priorities. This 
evaluation found that most progress achieved by public-sector stakeholders occurred between 
2009 and early 2011. Neither government nor schools made extensive progress toward any of the 
IOM report recommendations. However, educational leaders and schools made moderate 
progress to build healthier eating environments for students, a finding confirmed by the National 
Conference of State Legislatures.116 
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Government at all levels is responsible and accountable for integrating all stakeholders’ efforts 
into actions that will support a healthy population.6,117-119 The federal government has taken steps 
through Let’s Move! and the Partnership for a Healthier America. In July 2011, several food 
retailers committed to providing underserved communities with healthy and affordable food 
through the Fresh Food Financing Initiative.120 Government could harness industry leadership 
and resources more effectively to design, implement and evaluate a national ‘healthy eating’ 
campaign using IMC to reframe healthy food access as a health equity issue and obesity as a 
consequence of environmental inequities rather than personal choices.121,122
Resources could also be strategically invested to target parents of young children. While Let’s 
Move! took encouraging steps in June 2011,123 a separate IOM committee reinforced the need for 
a social marketing program to promote healthy eating behaviors to young children.124 A national 
campaign could use research findings from NCCOR and RWJF grantees;106-111 focused on youth 
and digital, mobile and interactive social media;125 USDA’s ChooseMyPlate.gov126 and 5-4-3-2-
1-Go!;127 and support counteradvertising campaigns to change unhealthy eating behaviors122,128 
such as reducing sugar-sweetened beverage consumption.129-131
The IOM food marketing report concluded that public policy institutions lacked the authority to 
address emerging marketing practices influencing young peoples’ diets. Federal, state and local 
government could apply many underutilized legislative, regulatory and legal tools to act within 
their existing authority to promote healthy eating environments.118,119,132-134 Government could 
also facilitate consumer price subsidies and producer cost subsidies,93,94,135 as well as taxes136-138 
to make healthy foods less expensive than unhealthy foods. The federal IWG agencies could also 
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urge all relevant companies to adopt the voluntary nutrition principles,96 carefully review public 
comments received, and issue a final report advising the government on steps to protect children 
and adolescents from inherently misleading and deceptive food advertising and marketing 
practices. 
Several developments threaten the government and school progress achieved. First, industry has 
questioned the legality and implementation feasibility of the voluntary IWG principles, asserting 
that the guidelines restrict their free speech rights and potentially have antitrust 
implications.139,140 Legal experts have assured that the voluntary IWG principles do not raise 
concerns because US government speech is exempt from First Amendment scrutiny and 
represents a routine function to issue voluntary health-promoting guidelines. Additionally, the 
IWG principles are unlikely to raise anti-trust issues because they will not cause unreasonable 
anti-competitive effects and may even produce pro-competitive benefits.141
Second, the federal research structure and schools’ capacity to promote national nutrition 
standards aligned with the HHFKA will be hindered if Congress reneges on the $4.5 billion 
dollar financial commitment to fully fund USDA obesity research and school nutrition standards 
through the HHFK Act142,143 reflected in the FY 2010 Agriculture Appropriations Bill (H.R. 
2112) passed in June 2011.144
Moreover, FDA’s proposed regulations to implement the federal menu labeling law by 2012 
through mandatory nutrition information disclosures could be strengthened by overruling the 
exemptions secured by candy companies and movie theaters.145 Congress could empower the 
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FDA to cover all food and beverage products marketed to young people through the menu 
labeling law. Additionally, the FDA could support state and local initiatives to enact identical 
restaurant and vending machine labeling requirements.146
The FTC has authority, through rulemaking and by enforcing federal laws, to regulate deceptive 
and misleading advertising6 in all media including television, radio, print, websites and mobile 
phones. Under FTC’s current policy, deceptive marketing is “a practice that is likely to mislead a 
consumer acting reasonably under the circumstances in a material way.”147 The FTC could exert 
its authority to reduce misleading and deceptive marketing of unhealthy food and beverage 
products targeting young people.6,147
Congress could also empower the FCC to develop new rules for advertising and commercial 
promotion during children’s programming, as recommended by the White House Task Force on 
Childhood Obesity.80 If industry’s voluntary efforts continue to show unabated unhealthy food 
and beverage marketing, as suggested by a recent evaluation,148 FCC could pursue measures that 
support the public’s interests by limiting interactive marketing of unhealthy products on digital 
television; prohibiting embedded advertising in prime-time programs with a substantial child 
audience; modifying the Children’s Television Act to reduce the minutes per hour of advertising 
allowed in children’s television programs; and revising the definition of a program-length 
commercial.149
A critical opportunity was missed to institutionalize the monitoring of progress to reduce 
unhealthy food and beverage marketing practices through Healthy People 2020.33 The federal 
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government could designate a responsible agency to evaluate and report on future actions. This 
evaluation found that the prevailing marketing environment continues to threaten children’s 
health and miss opportunities to promote a healthful diet and create healthy eating environments. 
Figure 1 summarizes potential actions that government, educational leaders and schools could 
take to accelerate progress, drawing from the evidence reviewed and supported by other expert 
advisory groups.33,35,41,49,58,59,80,96,101,117,126,150-152
A strength of this evaluation is the integration of a range of evidence sources across a broad 
array of action domains concerning marketing to children and adolescents to inform future 
policies. Study limitations include: potential inter-investigator bias and variation in the 
qualitative judgment when applying the specific criteria (i.e., transparency, accountability, 
cooperation and collaboration with other stakeholders within and across sectors and settings, 
establishing meaningful goals and benchmarks, and voluntary reporting of actions) to determine 
progress categories.  Future evaluations should operationalize and systematically apply clear 
definitions for each assessment criterion and rationale for determining the progress categories. 
Additionally, a mixed-methods research approach that combines stakeholder interviews, with 
other forms of available evidence, are needed to inform policies and actions that support healthy 
food and eating environments for young people.
Conclusions
The 2006 IOM food marketing report provides a coherent framework to ensure a nexus of 
coordinated actions are implemented by diverse stakeholders to promote a healthful diet and 
healthy eating environments for young people. The IOM LEAD approach was used to evaluate 
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progress made by government, educational leaders and schools to achieve the report 
recommendations. Government could use all policy tools, including incentives and disincentives, 
education, legislation, regulation and legal actions. Schools could effectively engage parents; 
adopt national nutrition standards and available guidelines, tools and technical assistance; require 
mandatory reporting of comprehensive wellness policies; and support evaluations of collective 
efforts. 
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Publication 7
Kraak VI, Story M, Swinburn BA. Addressing barriers to improve children's fruit and vegetable 
intake. Letter to the editor. Am J Clin Nutr 2013;97(3):653–655.
Dear Sir:
We were disappointed but not surprised by the findings of the elegant systematic review and 
meta-analysis conducted by Evans et al. 2012 that examined 21 school-based interventions in 10
countries and showed only a modest increase children’s daily fruit consumption (by one-quarter 
to one-third of a portion) but not vegetable intake.1 The investigators recommended further 
research to address barriers to improve children’s fruit and vegetable (F/V) intake.
F/V intake provides many health benefits yet there are economic, institutional, behavioral and 
sociocultural barriers that preclude many people worldwide from consuming the daily 400 grams 
minimum of F/V recommended by the World Health Organization (WHO) and Food and 
Agriculture Organization (FAO).2 
A complicated barrier that deserves greater attention, public deliberation, accountability and 
resolution is how diverse groups can work effectively together to promote F/V access at global, 
regional, national and local levels while eliminating the marketing of energy-dense, nutrient-poor 
food and beverage products that may displace F/V in children’s diets. The WHO identifies the 
marketing of unhealthy foods and non-alcoholic beverages to children as an ‘adverse exposure’ 
that Member States must address to reduce the global burden of non-communicable diseases
(NCD).3
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Food environments should influence infants’ and young children’s preferences for, and provide 
consistent messages that socially normalize, positively reinforce and reward F/V consumption. 
Eliminating unhealthy foods and beverages in children’s environments is critical to enhance their 
access to nutrient-dense F/V.4 Unless children’s excessive consumption of calories from salty 
snacks, cookies, candy and sugar-sweetened beverages is substantially reduced, they may not 
develop preferences for F/V intake to reduce obesity risk5 and afford other benefits to prevent or 
mitigate NCD throughout adulthood.
The WHO and FAO recommend that countries develop national F/V action plans where school-
based interventions are part of a broader portfolio of strategic interventions to help populations 
meet F/V recommendations.2 The US has developed and evaluated a comprehensive national 
action plan to increase F/V availability, access and promotion that aligns with the Dietary 
Guidelines for Americans’ recommendation that children and adolescents consume five or more 
daily servings of fruit (1 – 1.5 cups) and vegetables (1.5 – 2.5 cups).6
In 2010, a five-year progress report card was released by the National Fruit & Vegetable 
Alliance (NFVA) that awarded D and F grades for inadequate F/V marketing activities and 
insufficient spending on F/V nutrition education.  The school sector received an A grade for 
expanding F/V choices to students, yet American children still received F grades for 11.8 percent 
consuming the recommended fruit targets and 8.1 percent consuming the recommended
vegetable targets.6
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The Fruit & Veggies More Matters social marketing campaign is another component of the 
action plan initiated in 2007 to reinvigorate the Five-a-Day program. An evaluation found that it 
raised mothers’ awareness and behavioral intent but F/V consumption was hindered by cost, 
different family preferences, and limited restaurant choices.6 Despite the worthy intentions of 
school-based interventions and social marketing campaigns to promote F/V consumption,
population intakes will not be achieved exclusively through behavior-based interventions.7
Governments need to be held accountable for the activities and resource investments for 
promoting F/V availability, access and promotion as well as energy-dense, nutrient-poor food 
and beverage product marketing.  The US government and industry expenditures for F/V are 
inadequate compared to investments for marketing processed foods high in added sugars, fat and 
salt.  A US government F/V spending analysis for FY 2000 to FY 2008 found that only 2.8 
percent of combined government agency budgets were used for F/V research and promotion.  To 
align government spending with diet-related chronic diseases, the US Department of Agriculture
(USDA) would need to double its annual F/V spending from $3.4 billion to $7.0 billion dollars 
and the Centers for Disease Control and Prevention would require an additional $44.7 million 
dollars to address F/V program gaps.6
In 2007, the US Federal Trade Commission subpoenaed 44 food, beverage and restaurant 
companies to release information about food marketing expenditures and activities to children 
and adolescents.  A congressional report documented that $2.1 billion dollars was spent on
marketing primarily energy-dense, nutrient-poor products to young people in 2006 (Figure 6.3).8
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A follow-up 2012 report documented a substantial reduction in F/V spending on promotion by 
48 companies, both in absolute terms ($11.5 million in 2006 versus $7.2 million in 2009) and 
relative terms (0.6 percent of youth-targeted expenditures in 2006 versus 0.4 percent of these 
expenditures in 2009).9
Some progress has been made by industry, government and schools to promote a healthful diet to 
young people.10,11 Yet the prevailing food, marketing and media environments still fail to 
encourage F/V availability, access and consumption as the default choice in all settings where 
children spend time. In 2011, a Federal Interagency Working Group proposed voluntary 
marketing guidelines to help the food industry improve the quality of products, including F/V 
that could be promoted to young people.  The food industry aggressive opposed these voluntary 
guidelines and lobbied US Congressional legislators who requested a cost-effectiveness analysis 
in May 2012 before any further actions are taken.11
At the start of the 2012 school year, the Healthy, Hunger Free Kids Act is enabling US school 
districts to implement healthier school meal standards for 32 million children. The standards,
which are being phased in by 2015, will require school districts to serve F/V to children daily, to 
add more whole grains, and to limit the sodium and fat in meals. Other promising school-based 
initiatives may have a synergistic effect to promote F/V intake, including USDA’s Fresh Fruit 
and Vegetable Program, Chefs Move to Schools Program, Let’s Move! Salad Bars to Schools 
Program, Farm-to-Schools Grant Program, school gardens, and FoodCorps, which is part of the 
AmeriCorps Services Network. 
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These collective efforts will only be successful if government, food manufacturers, restaurants, 
food retailers, children’s entertainment industries, foundations, public-interest nongovernmental 
organizations and civil society coalesce around the common goal of creating healthy food 
environments for young people. Other countries are facing similar dilemmas and watching how 
the US will address this thorny issue.  If countries fail to resolve this issue, our children’s future 
health and well-being will be a loss for all of us.
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Figure 6.3 Total youth marketing for reported brands and percent of total marketing of 44 
companies, by food category, ranked by youth spending in 2006
Figure legend
The figure illustrates the youth-directed expenditures (2 – 17 years) for each food category in 
millions of dollars for 10 food categories (i.e., carbonated beverages, restaurant foods, breakfast 
cereal, juice and non-carbonated beverages, candy/frozen desserts, prepared foods and meals, 
baked goods, dairy products and fruits and vegetables), as well as the total marketing 
expenditures for these reported brands.
Source: Kovacic W, Harbour P, Leibowitz J, Rosch J. Marketing food to children & adolescents: 
a review of industry expenditures, activities, and self-regulation. Washington DC: Federal Trade 
Commission, 2008. http://www.ftc.gov/os/2008/07/P064504foodmktingreport.pdf.
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Chapter 7: Background to publication 8
‘Setting the agenda on public health is and will always remain the responsibility of government…
I am challenging business to make a tangible contribution and create an environment that supports 
consumers to make informed, balanced choices that will enable them to live healthier lives…
The Public Health Responsibility Deal is just one strand of our overall strategy.’
Andrew Lansley, former Secretary of State for Health. The role of 
business in public health. Lancet. 2011;377(9760):121
Study 5: Perspectives on accountability for healthy food environments in England
A “deal” is a business agreement that partners enter for mutual benefit. Making or striking a
deal often involves negotiating between and among individuals or organizations with various 
interests, assets and different levels of decision-making power.  Some partners will accept 
compromises and trade-offs to reach an agreement about an issue or course of action.(1)
The sociology of negotiation reveals several important insights that are applicable to public-
private partnerships and the Public Health Responsibility Deal Food Network. In any 
negotiation, each side chooses between two options: accepting a deal or taking the best no-
deal option, which is the course of action if a deal is not pursued.(2) Negotiators understand 
that they must shape their counterpart’s decision so that it meets everyone’s interests better 
than a no-deal option.(2) Understanding the other side’s goals, motives and constraints is 
important to find common ground that can lead to creative agreements.(3)
Partnerships involve continuous and intensive negotiations.  Mutual agreements can focus on 
who to invite, how to phrase a pledge to maximize participation, and how to create incentives 
for non-participating companies.(4) Dependency is a feature of power that can attenuate or 
amplify partnership negotiations. Trust is an essential component of the negotiation context 
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because it affects mutual dependency, which can expand alternatives and the willingness of 
all groups to collaborate effectively to reach common goals.(4)
In March 2011, the Rt. Hon. Andrew Lansley, Secretary of State for Health, and the UK 
Coalition Government launched five Public Health Responsibility Deal Networks (i.e., Food, 
Alcohol, Physical Activity, Health at Work, and Behaviour Change) to engage industry 
stakeholders through voluntary partnerships to address urgent public health challenges facing 
51 million people in England.(5-7) Before the Responsibility Deal was launched, there was 
passionate debate about whether the politically conservative Coalition Government’s decision 
to use the US-inspired nudge approach(8) or soft libertarian paternalism was appropriate and 
adequate to influence people’s behaviours and unhealthy environments to address the scale of 
England’s obesity epidemic and lifestyle-related NCD challenges, especially heart diseases, 
type 2 diabetes and certain types of cancer.
Poor health among UK citizens is a serious and expensive challenge for the Government to 
tackle on its own and places an economic burden on the health system, attributed to unhealthy 
diet and physical inactivity causing overweight and obesity; smoking and tobacco use;
alcohol misuse and overconsumption; illicit drug use; and sexually transmitted infections.  
In 2006–WKH1DWLRQDO+HDOWK6HUYLFHVSHQWǧELOOLRQIRUSRRUGLHWǧELOOLRQIRU
RYHUZHLJKWDQGREHVLW\ǧELOOLRQIRUVPRNLQJǧELOOLRQIRUDOFRKRODQGǧELOOLRQIRU
physical inactivity.(9) In 2010, overweight and obesity currently cost the UK Government 
DERXWǧELOOLRQDQQXDOO\.(9) Data for the Health Survey for England reflect an obesity 
prevalence of 24.5 percent for adults (ages 16 years and older); 10.2 percent for boys and 9 
percent for girls (ages 4-5 years); and by the end of primary school, about one-third (33.4 
percent) of children, ages 10-11 years, are overweight or obese.(10,11)   
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Some have remarked that using non-adversarial, voluntary, industry-engagement strategies 
and ‘choice architecture’ could create healthier default choices for England’s citizens.(12,13)
Skeptics have accused the Government of misrepresenting nudge theory for political 
ideological purposes to legitimize reducing the government’s role for addressing public 
health(13) and criticized the Government’s use of voluntary partnerships with industry as an 
inadequate strategy to address England’s enormously expensive and complex public health 
challenges.(15-17)
The first authoritative report released on the causes, consequences, state of research and 
response required to address the growing UK obesity rates was released in 1983 by the Royal 
College of Physicians(18) that acknowledged obesity as a problem driven by the availability of 
foods that were ‘extremely attractive in looks and taste.’ Twenty five years later, several 
important reports were released. The first report, Healthy weight, healthy lives: a cross 
Government strategy for England, was issued by the Department of Health(19) that outlined 
the government strategy that targeted five areas to address the national obesity crisis
including the need to promote healthy growth and development of children, encourage 
healthier food and beverage choices, increase physical activity, create incentives for better 
health, and personalize advice and support for healthy lifestyles. This was followed up by the 
National Institute for Care and Excellence’s (NICE’s) reports on population-based 
approaches to prevent cardiovascular disease and type 2 diabetes(21,22) to help inform the 
new UK Coalition Government’s strategy to support healthy food and eating environments.
In October 2011, the UK Coalition Government in England released a new obesity prevention 
strategy—Healthy Lives, Healthy People: A call to action on obesity in England (23) that
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provided a roadmap for industry, local government and consumers to engage in partnerships 
to reduce unhealthy weight primarily through a ‘calorie reduction challenge’ and local 
partnerships. The strategy called on the food and drink industry to play a key role—along 
with Government and other stakeholders, to reduce the population’s energy intake by 5 
billion calories a day to address energy imbalance contributing to excess weight gain, and to 
reduce the trend in excess weight in children and adults by 2020.(23)
The Lancet editors noted that “The creeping influence of corporate power on public policy is 
not news to anyone in the UK, but the breathtaking speed and scale by which the UK 
Coalition Government is embracing the agenda of business at the expense of the health of the 
electorate is an unwelcome novelty. By putting the interests of big business at the heart of 
public-health policy, Lansley is ensuring that the UK’s big society will not be shedding the 
pounds any time soon.”(24)
Mr. Lansley defended his position by emphasizing that ‘Setting the agenda on public health 
is and will always remain the responsibility of government…I am challenging business to 
make a tangible contribution and create an environment that supports consumers to make 
informed, balanced choices that will enable them to live healthier lives…The Public Health 
Responsibility Deal is just one strand of our overall strategy…’ 25)
The Responsibility Deal Food Network partnerships represent a natural experiment that must 
be evaluated both for effectiveness in reaching outcomes as well as accountability structures.
The UK Coalition Government acknowledged that it is accountable to the public to monitor 
progress made by NGOs and businesses to implement their pledges and commitments 
through the Responsibility Deal Networks and to support an independent evaluation of 
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outcomes and impact.(6) The Department of Health commissioned the staff at the University 
College of London to design an evaluation approach to assess the contribution and impact of 
the Responsibility Deal Networks.(26-28) However, the evaluation strategy was not ready at the 
start of the Responsibility Deal launch in March 2011 and still had not been released by July
2013.
The primary research question that directed the study undertaken in England was “What 
accountability processes and mechanisms are needed for the Public Health Responsibility 
Deal Food Network partnerships in England to promote healthy food and eating 
environments?” In order to answer this research question, the study described in this chapter
used a mixed-methods research design. The first phase of this study used Q methodology to 
identify three distinct viewpoints for diverse food environment stakeholders in England 
(N=27) and the co-investigators from Australia and New Zealand (N=4).  
Factor analysis was used to explore participants’ sorting patterns of 48 statements related to 
accountability for healthy food environments in England.  The Q study was presented to 
participants as a way to explore the nature and meaning of their perspectives on
accountability for food environments. It is anticipated that this study will clarifying how the 
government, industry and other groups can strengthen accountability processes and 
mechanisms for the Public Health Responsibility Deal Food Network in England to justify 
and legitimize the UK government using a voluntary approach to address unhealthy food 
environments.  
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Publication 8
Kraak VI, Swinburn B, Lawrence M, Harrison P. An empirical study on accountability for 
promoting healthy food environments in England through the Public Health Responsibility 
Deal Food Network. Food Policy (submitted in September 2013).
Abstract
Background: In March 2011, the United Kingdom’s Government launched five Public 
Health Responsibility Deal Networks to address major public health challenges in England 
inspired by ‘nudge theory’ to influence choice architecture within environments to facilitate 
healthy-lifestyle behaviors.
Objective: Explore viewpoints about the Food Network to reduce obesity and diet-related 
non-communicable diseases.
Design: Q methodology examined stakeholders’ views about responsibility and 
accountability for healthy food environments through voluntary approaches.
Participants/setting: A purposive sample of policy elites (n=31) from government, 
academia, food industry and non-government organizations sorted 48 statements related to 
improving food environments in England. Statements were grounded in three theoretical 
perspectives (i.e., legitimacy, nudge and public health law).
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Statistical analysis performed: PQMethod 2.33 statistical software program used factor
analysis to identify viewpoints based on intra-individual differences for how participants 
sorted statements.  
Results: A three-factor solution explained 64 percent of the variance for 31 participants 
across all viewpoints. Three distinct viewpoints emerged that emphasized different 
responsibility expectations: food environment protectors (n=17) underscored government 
responsibility to address unhealthy food environments if voluntary partnerships are 
ineffective; partnership pioneers (n=12) recognized government-industry partnerships as 
legitimate and necessary to address unhealthy food environments; and the commercial market 
defenders (n=1) emphasized individual responsibility for food choices and rejected any 
government intervention to improve food environments. 
Conclusions: The partnership pioneers can potentially bridge differences between the other 
polar viewpoints. Consensus issues included: protecting children’s right to health; food 
industry practices can and should be changed; governments working with industry on product 
reformulation; and build consumer support for economically viable, healthy product changes. 
Contentious issues were: adequacy of accountability structures and government action to 
regulate food marketing practices targeting children. Building trust and strengthening 
accountability structures will help stakeholders navigate differences to engage in constructive 
actions that promote healthy food environments through the Food Network.
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Introduction
In the United Kingdom (UK) poor health among citizens is an expensive challenge. In 2006-
WKH1DWLRQDO+HDOWK6HUYLFHVSHQWǧELOOLRQon the disease consequences associated 
with poor diet DQGǧELOOLRQDQQXDOO\IRURYHUZHLJKW,1 which LQFUHDVHGWRǧELOOLRQLQ
2010,2 and may UHDFKǧELOOLRQE\3 The 2011 National Health Survey in England 
documented that two thirds (66.2 percent) of adults and one-third of children are overweight 
or obese.4-6 While cardiovascular disease mortality rates have progressively declined from
2005 to 2010,7 obesity-related heart diseases and type 2 diabetes remain the leading causes of 
morbidity and mortality in England, especially among ethnically diverse and socially 
deprived citizens.7-9
In March 2011, the UK Coalition Government launched five Public Health Responsibility 
Deal Networks to address major public health challenges in England.10 The underlying 
philosophy of the Responsibility Deal was inspired by ‘nudge theory’ or libertarian 
paternalism (both extensions of behavioral economics) that aim to make small changes in 
people’s environments to influence their default choices and facilitate healthy-lifestyle 
behaviors.11
The Food Network is one of five Responsibility Deals that engages with the private-sector 
and other stakeholders through voluntary partnerships to enable citizens to adopt a healthier 
diet. The Food Network has stimulated both passionate support and scathing criticism for the 
government using voluntary partnerships rather than other policy approaches (e.g., 
legislation, regulation or financial penalties) to achieve meaningful and measurable public 
health impacts.12-14 
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Nudge critics maintain that libertarian paternalism ignores ‘which public health objectives 
should be pursued and for whose benefit’ and reframes public perceptions about 
government’s appropriate role to use legal tools to promote public health outcomes.15,16
A “deal” is a business agreement that partners enter for mutual benefit.  Making or striking a 
deal involves negotiation between individuals or organizations with various interests, assets 
and different levels of decision-making power.  Partners often accept compromises and trade-
offs to reach an agreement about a course of action.17 The Responsibility Deal Food Network 
offers an opportunity to explore the perspectives of policymakers, public health advocates 
and food industry regarding the nature and type of responsibility and accountability structures 
required needed to make collective progress to address unhealthy food environments in 
England. 
Numerous surveys have examined perceptions about responsibility (e.g., individual, parental, 
government, industry and collective) and the types of interventions that citizens, health 
advocates, industry and policymakers are willing to support to promote healthy dietary 
behaviors and ameliorate unhealthy food environments.18-22 However, there is limited 
empirical research exploring how diverse stakeholders view expectations of accountability to 
guide interventions to improve unhealthy food environments. 
Bovens23 defines accountability as “a relationship between an actor and a forum, in which 
the actor has an obligation to explain and justify his/her conduct, the forum can pose 
questions and pass judgment, and the actor may face consequences.”  Accountability 
involves individuals or stakeholders answering to others empowered with authority to assess 
how well they achieve specific goals and to enforce policies, standards or laws to improve 
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actions and outcomes. On the other hand, responsibility entails individuals, government 
agencies, organizations or businesses acknowledging their commitments and obligations 
based on societal expectations, moral and/or legal standards.24
The Responsibility Deal has created polarize groups, some who support the voluntary 
approach and others who distrust the motives of government and industry, which has 
disrupted the collaborative nature food industry engagement to address unhealthy food 
environments. This study used Q methodology to empirically explore the perspectives of 
diverse stakeholders about perceived responsibility and accountability expectations to 
improve food environments and manage obesity and diet-related NCDs in England. 
The research question was “How do diverse stakeholders view responsibility and
accountability needed for the Public Health Responsibility Deal Food Network partnerships 
to promote healthy food and eating environments in England?” This study complements the 
work of other investigators who have described the Food Network’s pledges25-27 or proposed 
evaluation design to assess its effectiveness and progress toward achieving outcomes28,29 and 
assessments of other Responsibility Deal Networks.30,31
Methods
Q methodology is an exploratory research approach that represents a set of principles and 
techniques to systematically examine the subjective dimensions of a social issue and shared 
viewpoints of a group of people.  Q methodology reduces these viewpoints to a few factor 
arrays that represent collective perspectives reflecting underlying beliefs and values.32-38
This research approach was selected as the investigative method because it can explore the 
multi-layered, value-laden complexity of human perspectives not captured by standard 
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surveys and has been used to study many other food policy topics including childhood 
obesity,39 food and economic security40-42 and genetically modified foods.43,44
R methodology uses deductive reasoning to test a hypothesis whereas Q methodology uses 
abductive reasoning to discover the substance of viewpoints rather than the prevalence of 
viewpoints in a population.  R factor analysis uses a data matrix of people (rows) and 
variables (columns) to identify inter-individual differences in peoples’ characteristics, 
whereas Q factor analysis uses a data matrix of statements (rows) and people (columns) to 
identify intra-individual differences and similarities among how people sort statements rather 
than individual traits.34-36,38     
Research approach
The study protocol was approved by Deakin University’s Office of Research Integrity in 
February 2012 and the University of Oxford’s Central University Ethics Committee in April 
2012.  A Q methodology study involves (1) defining the research question (described above); 
(2) generating the concourse (representing the population of possible statements to describe 
an issue studied rather than the Q sample itself) and Q sample (statements to be sorted); (3) 
selecting the P set (recruited participants); and (4-6) collecting, analyzing and interpreting the 
evidence.34-36   The data collection instruments included a 7-item demographic survey (Table 
7.1), instruction sheet with 48 statements, and a statement sorting score sheet (Figure 7.1).  
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Figure 7.1 Fixed distribution* used for the Q study statement sorting score sheet 
*Sorting pattern = 3, 4, 6, 7, 8, 7, 6, 4, 3
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Table 7.1 Socio-demographic profile of the accountability study participants 
Characteristic Total Sample 
N = 31 (%)
Public Health Responsibility Deal Network Role
Current member* 14 (45.2%)
Never a member 15 (48.3%)
Other 2 (6.50%)
Professional affiliation
Academic or research 11 (35.5%)
Government 1 (3.2%)
Public-interest NGO 8 (25.8%)
Business-interest NGO 4 (12.9%)
Food industry 7 (22.6 %)
Sex
Male 18 (58.1%)
Female 13 (41.9%)
Age range (years)
25 – 34 y 1(3.2%)
35 – 44 y 7 (22.6%)
45 – 54 y 16 (51.6%)
55 – 64 y 7 (22.6%)
Ethnicity/race
White British 21 (67.7%)
White Irish 3 (9.7%)
White other 7 (22.6%)
Education (degree)
High school/vocational 2 (6.5%)
Bachelor’s 6 (19.3%)
Master’s 11 (35.4%)
Doctoral 10 (32.3%)
Medical 2 (6.5%)
Income (annual = GBP)
£ 26,000 – 40,000 2 (6.5%)
£ 41,000 – 50,000 3 (9.7%)
£ 51,000 – 60,000 3 (9.7%)
£ 61,000 – 70,000 3 (9.7%)
More than  £ 75,000 13 (41.8%)
Not disclosed 7 (22.6%)
Political affiliation
Labour 6 (19.3%)
Conservative 2 (6.5%)
Liberal democrat 2 (6.5%)
Greens 3 (9.7%)
Dual-party, other or none 8 (25.8%)
Not disclosed 10 (32.2%)
Note: Interviews were conducted between April 22, 2012 and August 31, 2012. 
NGO = non-governmental organization. 
*Several active Network members reported that their organization or business had signed up for many voluntary 
pledges across more than one of the five Responsibility Deal Networks (i.e., Food, Alcohol, Physical Activity, 
Wellness-at-Work or Behavior Change). Information about the Department of Health’s Responsibility Deal 
Networks is available at http://responsibilitydeal.dh.gov.uk/.
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A 150-statement concourse about food environments was collected from a wide variety of 
evidentiary sources.  The Q sample (n=48 statements) was drawn from this concourse where 
16 statements represented four thematic areas organized into a 12-cell matrix (3 perspectives 
x 4 themes) (Table 7.2). The vertical axis reflected four conceptual domains (e.g., 
accountability and responsibility, legitimacy, answerability and enforceability) grounded in 
legitimacy,45 nudge11 and public health law46 theories.
The horizontal axis reflected three different perspectives about healthy food environments: 
(1) pro-business, industry self-regulatory and voluntary corporate disclosure approach; (2) 
joint industry and government co-regulatory approach; and (3) strong government regulatory 
approach (Table 7.2).  Statements are numbered by cell for ease of comparison but were 
randomly numbered for the Q sort.  All co-investigators reviewed the Q-sample language and 
statements were pilot-tested in England and refined for clarity before implementation.  
31
1
 T
ab
le
 7
.2
Th
eo
re
tic
al
 b
as
is
 fo
r g
en
er
at
in
g 
th
e 
Q
 sa
m
pl
e
Q
 S
am
pl
e
(n
=4
8 
st
at
em
en
ts
)
Fo
ur
 T
he
m
at
ic
 A
re
as
 R
el
at
ed
 to
 C
or
po
ra
te
 A
cc
ou
nt
ab
ili
ty
 fo
r 
H
ea
lth
y 
Fo
od
 a
nd
 E
at
in
g 
E
nv
ir
on
m
en
ts
 
G
ro
un
de
d 
in
 le
gi
tim
ac
y,
 n
ud
ge
 a
nd
  p
ub
lic
 h
ea
lth
 la
w 
th
eo
rie
s
St
ak
eh
ol
de
r 
ac
co
un
ta
bi
lit
y 
&
  
re
sp
on
si
bi
lit
y 
co
nc
ep
ts
 
(e
.g
., 
re
le
va
nt
 to
 
ob
es
ity
 &
 li
fe
st
yl
e-
re
la
te
d 
ch
ro
ni
c 
di
se
as
es
)
Le
gi
tim
ac
y 
co
nc
ep
ts
(e
.g
., 
ne
w
 b
us
in
es
s m
od
el
s &
 
pu
bl
ic
-p
riv
at
e 
pa
rtn
er
sh
ip
s)
 
A
ns
w
er
ab
ili
ty
 c
on
ce
pt
s 
(e
.g
., 
in
fo
rm
at
io
n,
 e
du
ca
tio
n 
&
 
co
m
pa
ny
 C
SR
 p
ro
gr
am
s;
  
tra
ns
pa
re
nc
y,
 c
re
di
bi
lit
y,
 
ve
rif
ia
bi
lit
y,
 tr
us
t)
En
fo
rc
ea
bi
lit
y 
co
nc
ep
ts
 
(e
.g
., 
in
du
st
ry
 se
lf-
re
gu
la
tio
n,
 
go
ve
rn
m
en
t l
eg
is
la
tio
n,
 
re
gu
la
tio
n,
 li
tig
at
io
n)
B
us
in
es
s:
 S
ta
te
m
en
ts
 
su
pp
or
tin
g 
a 
pr
o-
bu
si
ne
ss
, 
in
du
st
ry
 se
lf-
re
gu
la
tio
n 
an
d 
vo
lu
nt
ar
y 
di
sc
lo
su
re
 
pe
rs
pe
ct
iv
e 
(n
=1
6 
st
at
em
en
ts
)
B
/S
 S
ta
te
m
en
ts
 #
1,
 3
4,
 3
7 
an
d 
39
B
/L
 S
ta
te
m
en
ts
 #
14
, 1
6,
 2
0 
an
d 
29
B
/A
 S
ta
te
m
en
ts
 #
7,
 2
1,
 4
1 
an
d 
48
B
/E
 S
ta
te
m
en
ts
 #
2,
 3
0,
 4
0 
an
d 
45
C
ol
la
bo
ra
tio
n:
St
at
em
en
ts
 
su
pp
or
tin
g 
an
 in
du
st
ry
 a
nd
 
go
ve
rn
m
en
t c
ol
la
bo
ra
tiv
e 
an
d 
co
- r
eg
ul
at
or
y 
pe
rs
pe
ct
iv
e 
   
   
   
 
(n
=1
6 
st
at
em
en
ts
)
C
/S
 S
ta
te
m
en
ts
 #
4,
 1
8,
 2
3 
an
d 
27
C
/L
 S
ta
te
m
en
ts
 #
12
, 3
2,
 3
3 
an
d 
38
C
/A
 S
ta
te
m
en
ts
 #
43
, 4
4,
 4
6 
an
d 
47
C
/E
 S
ta
te
m
en
ts
 #
6,
 8
, 2
4 
an
d 
28
G
ov
er
nm
en
t:
 S
ta
te
m
en
ts
 
su
pp
or
tin
g 
st
ro
ng
 g
ov
er
nm
en
t 
po
lic
y 
in
te
rv
en
tio
ns
 a
nd
 
pe
rs
pe
ct
iv
e 
(e
.g
., 
le
gi
sl
at
io
n,
 
re
gu
la
tio
n,
 ta
xa
tio
n 
or
 
lit
ig
at
io
n)
 (n
=1
6 
st
at
em
en
ts
)
G
/S
 S
ta
te
m
en
ts
 #
3,
 1
5,
 2
2 
an
d 
36
G
/L
 S
ta
te
m
en
ts
 #
25
, 2
6,
 3
1 
an
d 
42
G
/A
 S
ta
te
m
en
ts
 #
9,
 1
0,
 1
7 
an
d 
19
G
/E
 S
ta
te
m
en
ts
 #
5,
 1
1,
 1
3 
an
d 
35
312
 
Sampling and recruitment strategy
This study targeted policy elites in England who had access to technical or privileged 
information about the Food Network or institutional knowledge about food policymaking.  
Six stakeholder categories were developed and prospective participants were identified by 
reviewing UK food policy documents47,48 and through key advisor consultations.  
A maximum variation, purposive sampling strategy was used to recruit participants from 
academic settings, government, public- and business-interest non-governmental organizations 
(NGOs), and food-industry sectors.  Fifty potential participants were contacted by email and 
the final P set included 31 policy elites and other stakeholders (Table 7.1). The lead 
investigator contacted each participant via email or phone to schedule a convenient time to 
conduct the study. The meetings were held at an agreed location between April and August 
2012.
Instruments: pre-Q sort questionnaire and Q sort
Participants were asked to complete a 7-item demographic questionnaire regarding their Food 
Network affiliation, profession, sex, age range, ethnicity, education, income and political 
affiliation (Table 7.1) before sorting 48 laminated statements according to their personal 
views that they fastened to a flexible board.  Participants were instructed to place a statement 
in one of 48 boxes and follow a 9-point, fixed distribution sorting pattern based on “most 
agree” (+4) or “least agree” (-4) and to sort toward the center (-1, 0 and +1) for neutral or 
mixed-opinion statements (Figure 7.1). The four co-investigators (VIK, BS, ML and PH) also 
completed Q sorts included in the analysis as a form of due diligence to explicitly 
acknowledge potential biases during the analysis.49
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Analysis
The 48 statements (Q sample) and 31 Q sorts (P set) were entered into the PQMethod 2.33 
statistical software program.50 Following Brown32 and Watts and Stenner,38 seven centroid 
factors were extracted and a varimax rotation was performed on the first four factors to 
identify the most and least dominant viewpoints.  A significant factor loading at the p < 0.01 
level was calculated at 0.38 or higher.  The viewpoints were interpreted based on the 
PQMethod correlation matrix that converted the weighted average of each person’s score for 
each statement to a normalized factor score (or Z score) to standardize the distribution across 
all statements.  The top eight statements with the highest agreement (positive Z scores) and 
highest disagreement (negative Z scores) (n=16 statements) were used to perform an 
inductive qualitative analysis for each viewpoint.  
Results
Table 7.1 describes the socio-demographic characteristics for the 31 study participants. 
After reviewing the data for a 2, 3 and 4-factor solution, a 3-factor solution was selected as 
the best representation that captured significant loadings for all participants that explained 64 
percent of the variance across all perspectives.  Factor analysis produced three distinct 
viewpoints that emphasized different responsibility expectations.  Viewpoint 1 food 
environment protectors (n=17) emphasized government responsibility to address unhealthy 
food environments if nudge and voluntary partnerships are ineffective; viewpoint 2 
partnership pioneers (n=12) recognized government-industry partnerships as legitimate and
necessary to address unhealthy food environments; and viewpoint 3 commercial market 
defenders (n=1) emphasized individual responsibility for food choices but was the only factor 
where existing accountability gaps were explicitly acknowledged for the Food Network. 
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In certain circumstances, a Q study may treat one individual’s viewpoint as a defining factor.  
Viewpoint 3 was retained for three reasons: (1) a high loading with a statistical significance 
of 0.764 that exceeded the calculated threshold 8; (2) insights from a semi-structured 
interview following the Q sort; and (3) the literature review suggesting the societal 
prevalence of this perspective.
Table 7.3 shows the Q-sort values for the 48 statements that defines the differences among 
the three factors. Table 7.4 summarizes the factor arrays for the distinguishing statements 
based on five thematic areas highlighted in the discussion section.
The three perspectives identified by the exploratory Q factor analysis are described below for
five emergent thematic areas: (1) responsibility for addressing obesity and unhealthy food 
environments; (2) food industry stakeholders’ motives for addressing obesity and unhealthy 
food environments; (3) actions needed to address  food industry’s practices, obesity and 
unhealthy food environments;  (4) protecting children’s health within the context of food 
marketing; and (5) accountability for addressing obesity and unhealthy food environments.
Viewpoint 1: Food environment protectors 
A majority of the academic researchers, public-interest NGOs and the co-investigators (n=17) 
who loaded on viewpoint 1 expressed that obesity is not a matter of personal responsibility 
and individuals should not be held responsible for the prevailing unhealthy food 
environments (Table 7.4, statements 1, 23, 30 and 37).  Viewpoint 1 loaders were pragmatic 
about the food industry’s profit motives, distrustful of and dissatisfied with the current 
industry response (Table 7.4, statements 26, 6 and 31); and confident that changes would 
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occur if the government used harder policy tools to regulate food industry practices (Table 
7.4, statements 10, 28, 11, 45, 12 and 33).  
While all three perspectives strongly agreed that protecting children’s right to health should 
be a shared societal responsibility, viewpoint 1 expressed that there was adequate evidence to 
link food advertising to obesity risk, targeting children with unhealthy foods is unethical, and 
the government is responsible for stopping it (Table 7.4, statements 18, 34 and 36).  
The concept of accountability was not as salient to viewpoint 1 loaders compared to 
responsibility (Table 7.4, statement 18).  Factor 1 viewpoint is called the food environment 
protectors based on the gestalt of the interpreted statements. 
Viewpoint 2: Partnership pioneers 
This viewpoint was primarily comprised of private-sector organizations involved in the Food 
Network (N=12).  The “engaged food industry” representatives and their allies expressed that 
industry had an ethical responsibility to address obesity and unhealthy food environments 
(Table 7.4, statements 4 and 3). Viewpoint 2 loaders were positive about multisectoral 
collaboration and viewed government-industry partnerships as legitimate, trustworthy and 
necessary to address obesity and unhealthy food environments (Table 7.4, statements 16, 9, 
25, 42 and 31).  Viewpoint 2 loaders were confident that the food industry could make 
constructive changes by influencing environmental choice architecture through nudge 
approaches, providing education and engaging in partnerships rather than through 
government regulation (Table 7.4, statements 10, 43, 40 and 11).  
While all three perspectives strongly agreed that protecting children’s right to health should 
be a shared societal responsibility, viewpoint 2 loaders disagreed that the reason children are 
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the fattest generation because they consume more sugary beverages and fat-laden processed 
foods than previous generations but had no strong opinions about what should be done about 
marketing unhealthy foods to children compared to the other viewpoints (Table 7.4, 
statements 18 and 15).  The concept of accountability was salient to viewpoint 2 that 
disagreed with there being no mechanism to hold stakeholders accountable for monitoring 
and enforcing actions to improve consumer health (Table 7.4, statement 8).  Viewpoint 2 is 
called the partnership pioneers based on the gestalt of the interpreted statements.
Viewpoint 3: Commercial market defenders 
A business-interest NGO participant (n=1) had a statistically significant loading on viewpoint 
3 with a polar perspective to viewpoint 1. Viewpoint 3 expressed that healthy choices are 
available in the current food environments; strongly agreed that there are no good or bad 
foods, only bad diets; and obesity is a matter of individual responsibility and personal choice 
of lifestyles (Table 7.4, statements 23, 30 and 1).  Similar to viewpoint 2, viewpoint 3 
disagreed that government has sold out the interests of the nation to ‘Big Business’ and food 
and beverage manufacturers and retailers cannot be trusted due to financial conflicts of 
interest.  However, viewpoint 3 agreed that the food industry has no ethical responsibility to 
help people lead healthy lives, and disagreed that food businesses are doing enough to 
improve food environments (Table 7.4, statements 9, 31, 3 and 6). 
Viewpoint 3 strongly disagreed that voluntary agreements drive product innovation and 
disagreed that the government had any role to intervene in the marketplace to change food 
industry practices, including unnecessary monitoring to verify company information.  
Viewpoint 3 uniquely expressed that the food and beverage industry can move more 
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efficiently to implement a front-of-package labelling system to help consumers make 
informed food choices (Table 7.4, statements 2, 46, 5, 10, 12, 40, 11 and 48). 
While viewpoint 3 agreed more strongly than viewpoint 2 that protecting children’s right to 
health should be a shared responsibility, the former strongly disagreed that marketing 
unhealthy foods to children is unethical and that government is responsible for stopping it 
(Table 7.4, statements 18 and 36). Viewpoint 3 disagreed that the food industry cannot be 
held accountable for actions only when it is clear who they answer to, how well they 
accomplish a goal, and clarity about the rules for “holding to account.”  Moreover, this 
perspective disagreed that there was a robust mechanism to hold all stakeholders accountable 
for monitoring and enforcing actions to improve health (Table 7.4, statements 27 and 8). 
This viewpoint is called the commercial market defenders based on the gestalt of the 
interpreted statements.
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 D
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 c
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 p
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 p
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s r
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 p
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 re
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at
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 b
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de
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r f
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, r
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s p
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r d
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 b
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at
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t p
ro
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t d
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R
es
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ib
ili
ty
 fo
r a
dd
re
ss
in
g 
ob
es
ity
 a
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 u
nh
ea
lth
y 
fo
od
 
en
vi
ro
nm
en
ts
1.
 O
be
si
ty
 is
 a
 m
at
te
r o
f i
nd
iv
id
ua
l 
re
sp
on
si
bi
lit
y 
an
d 
pe
rs
on
al
 c
ho
ic
e 
of
 
lif
es
ty
le
s (
-4
, +
1,
 +
2)
.
23
. T
he
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ea
lth
y 
ch
oi
ce
 is
 n
ot
 th
e 
ea
sy
 c
ho
ic
e 
in
 o
ur
 c
ur
re
nt
 e
at
in
g 
en
vi
ro
nm
en
t  
(+
4,
 0
, -
4)
. 
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. T
he
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 a
re
 n
o 
go
od
 fo
od
s o
r b
ad
 
fo
od
s—
on
ly
 b
ad
 d
ie
ts
 (-
3,
 +
1,
 +
4)
.
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te
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 p
ro
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n 
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e 
of
 h
ea
lth
y 
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ce
s f
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um
er
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1,
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4.
 O
be
si
ty
 is
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m
pl
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an
d 
in
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st
ry
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 a
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si
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lit
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be
 p
ar
t o
f t
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lu
tio
n 
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dd
re
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 it
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 +
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.
3.
 T
he
 fo
od
 a
nd
 b
ev
er
ag
e 
in
du
st
ry
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s a
n 
et
hi
ca
l r
es
po
ns
ib
ili
ty
 to
 h
el
p 
pe
op
le
 li
ve
 h
ea
lth
y 
liv
es
 (-
1,
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 c
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ro
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on
ly
 b
ad
 d
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 O
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 is
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on
al
 c
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of
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s (
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oo
d 
in
du
st
ry
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ak
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ol
de
rs
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m
ot
iv
es
 fo
r a
dd
re
ss
in
g 
ob
es
ity
 a
nd
 
un
he
al
th
y 
fo
od
 e
nv
iro
nm
en
ts
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. F
oo
d 
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m
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t p
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ct
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at
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cr
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 th
ei
r r
et
ur
n 
on
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ve
st
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en
t 
an
d 
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ar
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ol
de
rs
’ p
ro
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s (
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 -2
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 F
oo
d 
an
d 
be
ve
ra
ge
 c
om
pa
ni
es
 a
re
 
do
in
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en
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gh
 to
 h
el
p 
pe
op
le
 le
ad
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tiv
e,
 h
ea
lth
y 
liv
es
 b
y 
su
pp
or
tin
g 
co
ns
um
er
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du
ca
tio
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an
d 
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in
g 
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lli
ng
 to
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ig
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ig
ht
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ea
lth
y 
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od
uc
ts
 in
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ro
ce
ry
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or
es
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ge
 c
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l c
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 b
ev
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au
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m
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th
at
 a
re
 a
 v
ita
l p
ar
t o
f c
om
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 d
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in
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e 
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tin
g 
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rie
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 to
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r c
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s 
(0
, +
4,
 0
).
9.
 G
ov
er
nm
en
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ld
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ut
 th
e 
in
te
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s o
f t
he
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at
io
n 
to
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te
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st
s 
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ig
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us
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es
s (
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4,
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e 
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go
ve
rn
m
en
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bl
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-
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te
re
st
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ro
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fo
od
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r 
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 G
ov
er
nm
en
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ld
 o
ut
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in
te
re
st
s o
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at
io
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to
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ig
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us
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 c
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l c
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nt
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nn
ot
 b
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lth
 
R
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ib
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ty
 D
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oo
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N
et
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or
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he
 fo
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nd
 b
ev
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ag
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in
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ry
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et
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ca
l r
es
po
ns
ib
ili
ty
 to
 h
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p 
pe
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le
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ea
lth
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ra
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 p
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 d
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ev
id
en
ce
-b
as
ed
 
he
al
th
 m
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 b
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 p
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l c
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 F
oo
d 
an
d 
be
ve
ra
ge
 c
om
pa
ni
es
 a
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do
in
g 
en
ou
gh
 to
 h
el
p 
pe
op
le
 le
ad
 
ac
tiv
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 h
ea
lth
y 
liv
es
 b
y 
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or
tin
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um
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d 
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A
ct
io
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ee
de
d 
to
 a
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re
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  f
oo
d 
in
du
st
ry
’s
 p
ra
ct
ic
es
, o
be
si
ty
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un
he
al
th
y 
fo
od
 e
nv
iro
nm
en
ts
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he
 fo
od
 a
nd
 b
ev
er
ag
e 
in
du
st
ry
 
is
 a
 tr
ill
io
n 
do
lla
r b
us
in
es
s a
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th
er
e’
s n
ot
hi
ng
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ca
n 
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bo
ut
 
ch
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gi
ng
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ei
r m
ar
ke
tin
g 
pr
ac
tic
es
 to
 
re
du
ce
 o
be
si
ty
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 p
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in
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 c
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en
t 
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al
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od
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nv
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en
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 p
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il,
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go
ve
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en
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se
 le
gi
sl
at
io
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to
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ot
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ie
r f
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ry
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 a
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io
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r b
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l t
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at
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ov
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 c
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ug
h 
re
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le
ga
l i
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2)
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ol
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ry
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ry
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gr
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en
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 c
om
pa
ni
es
 to
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o 
be
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nd
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ei
r 
co
re
 p
le
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 to
 c
re
at
e 
a 
co
m
pe
tit
iv
e 
en
vi
ro
nm
en
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o 
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iv
e 
pr
od
uc
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nd
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ar
ke
tin
g 
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va
tio
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).
46
. G
ov
er
nm
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ve
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m
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l o
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an
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at
io
ns
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av
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po
rta
nt
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le
 to
 m
on
ito
r a
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er
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th
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rm
at
io
n 
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 c
om
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ni
es
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ut
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ro
ug
h 
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or
at
e 
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ci
al
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on
si
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og
ra
m
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5.
 T
he
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 o
f l
iti
ga
tio
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n 
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 a
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w
er
fu
l f
or
ce
 to
 c
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e 
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od
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nd
 
be
ve
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ge
 in
du
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ry
 m
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tin
g 
pr
ac
tic
es
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s r
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re
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f p
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 c
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el
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 re
gu
la
tio
n 
(-
2,
 +
2,
 -1
). 
11
. I
f e
ffo
rts
 to
 "
nu
dg
e"
 p
eo
pl
e 
fa
il,
 
th
e 
go
ve
rn
m
en
t m
us
t u
se
 le
gi
sl
at
io
n 
to
 p
ro
m
ot
e 
he
al
th
ie
r f
oo
d 
an
d 
ea
tin
g 
en
vi
ro
nm
en
ts
 (+
3,
 -2
,-
2)
.
10
. T
he
 fo
od
 a
nd
 b
ev
er
ag
e 
in
du
st
ry
 
is
 a
 tr
ill
io
n 
do
lla
r b
us
in
es
s a
nd
 
th
er
e’
s n
ot
hi
ng
 w
e 
ca
n 
do
 a
bo
ut
 
ch
an
gi
ng
 th
ei
r m
ar
ke
tin
g 
pr
ac
tic
es
 to
 
re
du
ce
 o
be
si
ty
 ra
te
s (
-4
, -
3,
 -3
).
12
. G
ov
er
nm
en
t s
ho
ul
d 
re
ta
in
 
co
nt
ro
l o
f p
ar
tn
er
sh
ip
s 
w
hi
le
 
en
co
ur
ag
in
g 
pr
iv
at
e-
se
ct
or
 
co
m
m
itm
en
ts
 a
nd
 c
on
tri
bu
tio
ns
 to
 
ef
fe
ct
iv
el
y 
m
an
ag
e 
co
nf
lic
ts
 o
f 
in
te
re
st
 (+
2,
 0
, -
2)
.
40
.  
G
ov
er
nm
en
t w
ill
 n
ot
 so
lv
e 
th
e 
ob
es
ity
 c
ris
is
 th
ro
ug
h 
re
gu
la
tio
n 
or
 
le
ga
l i
nt
er
ve
nt
io
ns
 (-
3,
+4
,+
2)
.
11
. I
f e
ffo
rts
 to
 "
nu
dg
e"
 p
eo
pl
e 
fa
il,
 
th
e 
go
ve
rn
m
en
t m
us
t u
se
 le
gi
sl
at
io
n 
to
 p
ro
m
ot
e 
he
al
th
ie
r f
oo
d 
an
d 
ea
tin
g 
en
vi
ro
nm
en
ts
 (+
3,
 -2
, -
2)
.
48
. T
he
 fo
od
 a
nd
 b
ev
er
ag
e 
in
du
st
ry
 
ca
n 
m
ov
e 
fa
st
er
 a
nd
 m
or
e 
ef
fic
ie
nt
ly
 
th
an
 g
ov
er
nm
en
t t
o 
im
pl
em
en
t a
 
fr
on
t-o
f-
pa
ck
ag
e 
la
be
lli
ng
 s
ys
te
m
 to
 
he
lp
 c
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ro
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ild
re
n’
s h
ea
lth
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tin
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ed
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ig
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 o
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Discussion
This research explored stakeholders’ views about institutional accountability to address 
unhealthy food environments. While there was clarity across the three viewpoints about 
assigning stakeholder responsibility there was substantial variation for stakeholder
accountability. Viewpoint 1 food environment protectors assigned responsibility to government 
before addressing accountability issues. Viewpoint 2 partnership pioneers acknowledged 
existing accountability mechanisms to monitor industry’s voluntary actions across the Food 
Network pledges. However, viewpoint 3 commercial market defenders disagreed that there were 
adequate mechanisms and expressed that NGOs and government should not hold businesses 
accountable for actions not legally required. 
Some perceive personal responsibility or individual accountability depending on government to 
enable a supportive environment conducive to healthy choices.20,21  Research on responsibility 
and food environment interventions suggests close alignment with one’s political ideology. 
While most people prefer the status quo regarding government interventions,51 politically liberal 
citizens are more likely than political conservatives to favor societal responsibility and more 
government intervention to address obesity.51,52 A third of the study participants declined to 
share their political affiliation so it was not possible to draw conclusions about political ideology 
for this study.  
UK citizen surveys have found that people are less likely to support government interventions 
that restrict personal choices (e.g., taxing unhealthy foods) but more likely to support healthy 
lifestyle campaigns and voluntary food labelling.19,53 UK adults support government intervention 
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when responsibility is attributed to factors beyond individuals’ control, especially unhealthy food 
environments that justify child-focused interventions.54  Government policies that use financial 
incentives to encourage healthy behaviors remain controversial55 and acceptability to change 
diet-related behaviors depends on the type and effectiveness of incentives and behaviors.56
Areas of consensus and contention to achieve food environment goals
There were four consensus statements among all viewpoints (Table 7.3).  First, all participants 
believed that it is feasible to change food industry marketing practices to address obesity and 
unhealthy food environments (statement 10, -4, -3, -3) albeit using different strategies.
All participants expressed that protecting children’s right to health should be a shared 
responsibility (statement 18, +3, +3 and +4) but disagreed on what should be done to reduce 
unhealthy marketing to children, which was the most contentious issue.  In 2010, the Coalition 
Government in England expressed the need to protect children from excessive commercialization 
and pledged to ‘crack down on irresponsible advertising and marketing to children.’57 Numerous 
academic studies58-62  and NGO watchdog reports63-66 have documented the ineffectiveness of 
current UK regulatory measures to protect children from unhealthy marketing practices. 
Compelling evidence shows that eliminating unhealthy marketing targeting children using 
partnerships and industry self-regulatory programs produce limited success, therefore strong 
government intervention with independent monitoring and evaluation are required.67,68
In June 2013, the Food Network’s 10-member steering group released a discussion paper to 
develop a voluntary pledge to address food advertising and promotion to complement existing 
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industry and government co-regulatory efforts.69 Independent monitoring is needed to assess its 
added value and capacity to align with UK48,70 and WHO recommendations67 to substantially 
improve corporate food marketing practices targeting children. 
Other areas of consensus are that (1) the government should work with the food industry to 
reformulate new products and how it will affect business profits (statement 32, 0, 0 and 0); and 
(2) product reformulation is part of a coherent food industry strategy to be more transparent 
while meeting consumer demand for healthier products (statement 44, -1, 0, -1).  
Between March 2011 and July 2013, the Food Network’s major activities have urged industry to 
reformulate products to reduce trans fats, salt, calories and provide out-of-home and front-of-
package calorie labelling.71 The government has not specified penalties for non-participation in 
voluntary pledges. The food industry faces many challenges to achieve nutrient targets within 
defined time frames. Reformulation is necessary but insufficient to improve diet quality in 
isolation of other strategies to influence long-term eating behavior change.27
Implications
Benefits of consensus for collective action
Collective action requires four components to ensure success: a ‘critical mass’ of a subset of 
highly engaged and resourceful people, group heterogeneity, interdependence of actors, and a 
direct relationship between level of contribution and creating healthy food environments as a 
public good.72 This study highlights the potential benefits of collective action if ideological 
differences can be bridged between the polarized views of the food environment protectors
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(viewpoint 1) and commercial market defenders (viewpoint 3) to move closer to the middle 
ground of  the partnership pioneers (viewpoint 2). Independent evaluations have shown that 
partnerships must define and adhere to a unifying strategy toward a shared gal, and justify their 
work as uniquely positioning it to address an unfulfilled gap.73
Cardello74,75 describes polar views of food system actors as either food capitalists (e.g., retailers 
and restaurateurs) who are traditionalists who defend the status quo and the commercial ‘bottom 
line’ or food leftists (e.g., academics and public health advocates) are abstract thinkers who 
easily embrace change.  Food capitalists have used terms such as ‘food police’, ‘food fascists’, 
‘Big Brother’ and ‘nanny state’76-78 to describe citizens who support any type of government 
intervention that limits marketplace choices.  Certain food leftists have used ‘Big Food’, ‘Big 
Snack’ and ‘Big Soda’ terms to describe food industry players who defend commercial 
marketplace values over public health goals.79-81 Cardello asserts that both sides could achieve a 
win-win outcome whereby the food industry can enjoy healthy profits while urging consumer 
restraint and selling more nutrient-dense and lower-calorie products.74,75
Winne82 describes food system change agents as either warriors (food activists), workers (who 
implement programs) and weavers (who engage with policymakers and workers but shun the 
warriors).  He cautions that ‘the compromising nature of politics and its innate servitude to 
incremental change may keep the warriors out of [the food policy] sandbox,’ but acknowledges 
that when warriors, workers and weavers collaborate on food environment issues, ‘policy work 
bears succulent fruit’ to achieve shared goals. In this study, the food environment protectors 
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share common values with the warriors, partnership pioneers share common values with the 
weavers, and the commercial market defenders share values with the workers.  
Drawbacks of pursuing consensus through voluntary approaches
A 2011 House of Lords report recognized several limitations of voluntary partnerships and called 
for robust accountability processes and mechanisms.83 One evaluation to improve public health 
outcomes in England found that trust is an important element to create functional partnerships84
whereas another evaluation found no evidence that voluntary partnerships achieved meaningful 
health outcomes.85
Skeptics mistrust the nudge approach because the voluntary agreements may produce 
incremental progress and delays the UK Government using harder policy instruments to 
accelerate progress.14,16 WHO director, Dr. Margaret Chan, recently criticized ‘Big Food’ and 
‘Big Soda’ for opposing government regulation by blaming obesity on a lack of individual 
willpower instead of governments’ political will failure to regulate ‘Big Business.’86
Voluntary agreements are more likely to be successful when performance targets are clearly 
defined, independent verification and monitoring systems exist,29 and partnerships are 
accompanied by consequences (e.g., legislation, regulation or financial penalties) for 
stakeholders not achieving targets.29,70,87 Tobacco company executives deliberately cultivated 
relationships with moderate tobacco control groups to weaken its opponents by working with 
them, and given many parallels drawn between Big Tobacco and Big Food practices,81 public 
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health activists must be prepared to address philosophical differences and ideological tensions 
within their movement.86
Strengths and limitations
A significant strength of this study is its clarification of complex viewpoints to inform future 
food environment actions. A major limitation was that broad recruitment was unsuccessful to 
maximize diverse perspectives. Not represented are government bureaucrats from various 
agencies, Ministers of Parliament, senior food industry decisionmakers (e.g., chief executives 
and board of directors), disengaged industry who have not endorsed any Food Network pledges, 
professional society leaders, and the media.  There may be others who share the commercial 
market defenders’ view and it is likely that there are other viewpoints not captured by this study. 
Securing the participation of senior decisionmakers and policy elites in evaluative research is 
essential to build mutual trust and legitimacy, and to translate actionable knowledge into 
evidence-informed policies that support collaboration as a component of a broader strategy to 
promote healthy food environments.
Conclusions
Exploratory research can clarify perspectives and expectations for responsibility and 
accountability gaps to improve food environments.  This Q study examined views about 
responsibility and institutional accountability for healthy food environments in England and 
produced three viewpoints: (1) food environment protectors, (2) partnership pioneers and 
(3) commercial market defenders. The partnership pioneers can potentially bridge differences 
between the other polar viewpoints. Areas of consensus to foster a mutual dialogue include 
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protecting children’s right to health, food industry practices can and should be changed, and 
governments should work with industry on product reformulation and build consumer support 
for economically viable, healthy products. Contentious issues were adequacy of accountability 
structures and government action to regulate food marketing practices targeting children. 
Building trust and strengthening accountability structures will help stakeholders navigate 
differences to engage in constructive actions that promote healthy food environments to 
addresses obesity and diet-related NCDs.
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Chapter 8: Conclusions
‘We need flexibility to be able to discard comfortable habits and calcified attitudes that no longer 
measure up to the truth of the times. Change is inevitable and we must face it together, 
for coming together is a beginning, keeping together is progress, thinking together is unity, and
working together is success.’
Annie L. Galbraith, 2013
Accountability is a principle and concept that has a different meaning from responsibility, which 
involves a person being aware of and behaving in acceptable ways ethically and socially in the 
capacity of a friend, parent, spouse or law-abiding citizen.  Individual accountability usually 
involves four essential actions: 
(1) You make a commitment to do something in response to a request or expectation. 
(2) You answer to someone who has authority over your behaviour and actions. 
(3) You receive recognition or praise (a carrot) if you achieve what you set out to do or 
consequences such as a penalty or fine (a stick) if you do not adhere to the law or rules. 
(4) You behave differently next time to meet societal expectations and avoid being punished.  
Accountability is an important concept and process for public leaders representing the interests 
of civil society, government organizations and private businesses. This PhD research 
investigated a range of accountability structures needed to promote healthy food and eating 
environments to support a healthy diet, a healthy weight and prevent diet-related NCDs.  
The implications of the five studies undertaken are discussed in this chapter.
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First, accountability for government decision-making and actions must be explicitly defined at 
the outset of policy initiatives and supported through to implementation.  Too often, the rhetoric 
of responsibility is used to refer to accountability expectations and actions for specific 
stakeholders.  
Second, there is a need to improve and expand monitoring efforts of diverse stakeholders by 
independent entities in order to establish credible and trusted information that can be used to 
assess how well various groups have met accountability demands.  UN System organizations, 
government organizations and think-tank institutions (such as the IOM) are very competent to 
produce expert reports with lists of recommendations to improve policies that support public 
health nutrition goals.  It is rare that these recommendations are revisited over time and broad 
evidence is sought out from interdisciplinary sources to “take account: of how well they have 
been achieved.  
Third, there is a need to package and communicate to diverse audiences how well various entities 
(whether government, the private sector or NGOs) have achieved specific performance outcomes
and the specific steps needed to make further progress on a set of actions.  This form of “sharing 
the account” can be done through scoring systems, illustrative info graphics and social media to 
reach broad audiences. There is also a need to create platforms for engagement (both face-to-
face and virtual using social media tools) that produce trusted outcomes. Given the experience in 
England through the Responsibility Deal Food Network and the US through the Interagency 
Working Group on Marketing to Children, it remains to be seen how governments can improve 
public-interest NGO trust to ensure that its actions will prioritize public health nutrition over 
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commercial interests.  Empirical studies are needed to capture how various stakeholders 
understand and frame relevant food and nutrition policy issues within these forums and the types 
of outcomes that result when groups interact. Under what circumstances is it possible to bring 
divergent value-laden positions (e.g., food industry representatives and public-interest NGOs) to 
the policymaking table to negotiate win-win outcomes?
Fourth, holding various parties to account is too often where accountability falls apart or is 
neglected. This is an area of future policy research to identify a set of incentives and 
disincentives that can be used effectively by governments or empowered bodies to hold specific 
groups to account.  Holding stakeholder groups to account (through a combination of formal and 
informal mechanisms) must be explicit in accountability frameworks that address unhealthy food 
environments and diet-related NCDs. A more thoughtful analysis of contextual factors and non-
regulatory approaches is needed to understand how these can be leveraged to hold specific 
groups to account for achieving accountability expectations.
Another area ripe for future policy research is to explore how well governments and other related 
stakeholders involved in improving the healthfulness of food environments address the 
weaknesses in current accountability structures.  Responding to the account (after assessing steps 
1 through 3 of the accountability framework described in study 1) will help to build trust and 
confidence in governments’ capacity to protect public health objectives over commercial 
objectives.  Civil society and academics are combining expertise, creating alliances and 
organizing through efforts such as INFORMAS (International Network for Food and 
Obesity/Non-Communicable Diseases Research, Monitoring and Action Support) to advocate for 
337
 
clear accountability for policies and actions but will require sustained financial support to be 
effective.
This body of work (five studies and eight publications) is worthy of a PhD because it contributes 
to knowledge, theory and is highly relevant to current policymaking discussions.  
With regard to expanding knowledge, the literature review described in chapter 2 set the stage to 
inform the studies undertaken.  Chapter 3 integrated important theoretical and policy literature 
from which the studies were designed. 
With regard to theory, the accountability framework described in chapter 4 is innovative because 
it combined three theories (e.g., legitimacy, nudge and public health law) and drew on 15 
interdisciplinary frameworks to construct a new way of thinking about accountability for public
health nutrition that was not already in the literature.  The Q study (described in publication 8) 
revealed that the perspectives of divergent stakeholders are more complex and nuanced (shades 
of grey) rather than black and white.  There is a need to identify how diverse groups can be 
brought together to build trust to make progress toward complex and thory policy issues.
With regard to policy, the findings from the studies conducted at the global level (publications 2-
3), US (publications 4-7) and England (publication 8) can be used to inform future policy efforts.
Individually, the conclusions for the five studies in this thesis are important.  Viewed 
collectively, these study results can be used to make a compelling case for chronic accountability 
gaps among many stakeholder groups and institutions that require urgent attention and 
amelioration.  It is anticipated that the publications that comprise this PhD thesis (Figure 8.1) 
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will inform institutional accountability gaps and potentially assist all stakeholders to consider 
and strengthen accountability structures for using voluntary partnerships to support and improve 
the healthfulness of food and eating environments to address undernutrition, obesity and diet-
related-NCDs. The timing for this work is strategic as national governments and UN System 
organizations tackle how to best engage private-sector entities and civil society groups 
effectively to improve diets and food environments.
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Appendixes
Appendix A: Consent form for the Q methodology study
 
 
 
PLAIN LANGUAGE STATEMENT AND CONSENT FORM
TO: Public Health Responsibility Deal Food Network Partnership Study Participants
Plain Language Statement 
Date: April 22, 2012
Full Project Title: An Evaluation of Accountability for Promoting Healthy Food and Eating 
Environments in England through the Public Health Responsibility Deal Food Network 
Partnerships
Principal Researcher: Professor Boyd A. Swinburn
Student Researcher: Vivica I. Kraak, PhD Candidate; Doctor of Philosophy Higher Degree by 
Research Course
Associate Researcher(s): Mark Lawrence and Paul Harrison (Deakin University, Australia) and 
Mike Rayner (University of Oxford, England) 
You are invited to participate in a study administered by Vivica I. Kraak, a PhD candidate in the 
School of Health and Social Development at Deakin University in Burwood, Victoria, Australia.  
The research is supervised by Professor Boyd A. Swinburn at Deakin University in collaboration 
with Dr. Mike Rayner in the Department of Public Health at the University of Oxford in 
England.
This study will explore the perspectives of different people concerning accountability processes 
and mechanisms for promoting healthy food and eating environments in England through the 
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Public Health Responsibility Deal Food Network partnerships. The research findings will be 
used to inform policymakers and decision-makers about whether and how a voluntary 
partnership approach can be used effectively to prevent and manage obesity and lifestyle-related 
chronic diseases among the population in England. The results may be applicable to other 
countries that are considering adopting a public-private partnership approach to address pressing 
public health challenges. 
Your participation is completely voluntary and will be valuable to help us identify areas of 
convergence and divergence among diverse groups of people who have various perspectives 
about the Public Health Responsibility Deal Food Network. All participants’ responses will be 
de-identified and treated with strict confidentiality to protect their privacy.
This Plain Language Statement and Consent Form is five (5) pages long. Please make sure that 
you have all of the pages as it contains detailed information about the study. The purpose is to 
explain as clearly as possible the procedures involved in this research so that you can make a 
fully informed decision about whether to participate. By signing the consent form, you indicate 
that you understand the information and you provide your consent to participate in this research 
project.  
Thank you in advance for your participation.
Plain Language Statement and Consent Form to Study Participants
HEAG-H 09_12 and MSD/IDREC/C1/2012/28 FINAL [April 22, 2012]
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Why is this research being done? 
The purpose of the study is to evaluate the perspectives of different people concerning 
accountability processes and mechanisms for promoting healthy food and eating environments in 
England through the Public Health Responsibility Deal Food Network partnerships. 
Who can participate in the research? 
We are seeking adults who are currently involved, or have been involved in any professional 
capacity with the development, implementation or evaluation of the Food Network partnerships. 
We are also seeking individuals who are familiar with the work of the Food Network 
partnerships and were invited but declined to participate.
What choice do you have? 
Your participation in this research is completely voluntary. Only those individuals who provide 
their informed consent will be included in this research. 
What are you asked to do? 
If you agree to participate, Ms. Vivica Kraak will contact you to schedule an appointment at a 
convenient date, time and location to meet with you. You will be asked to sign an informed 
consent form and complete a brief demographic questionnaire; to sort 48 statements according to 
those with which you “most agree” and “least agree”; and to participate in a taped interview that 
will ask questions about the issues raised in the statements, including the ways that different 
stakeholder interest groups can be held accountable for supporting a healthy food and eating 
environment through the Responsibility Deal Food Network partnership pledges and 
commitments. 
How much time will it take? 
The consent process and demographic questionnaire will take about 10 minutes to complete. The 
statement sort will take between 20 to 30 minutes, and the interview will take about 60 minutes.   
The entire process will take about two hours to complete. 
Plain Language Statement and Consent Form to Study Participants
HEAG-H 09_12 and MSD/IDREC/C1/2012/28 FINAL [April 22, 2012]
438
 
Will you receive payment for your participation? 
Although we value your time and input, there is no reimbursement or financial incentive for 
participants involved in this study.
What are the benefits and risks of participating? 
Your perspective will be valuable to help us understand and to identify areas of convergence and 
divergence to strengthen the public-private partnership approach to address obesity, prevent 
lifestyle-related chronic diseases, and improve healthy food and eating environments in England.                         
All participants’ responses will be de-identified and treated with strict confidentiality to 
protect their privacy. The potential risks of participating are minimal. However, if a participant 
publicly shares what has been discussed during the confidential interview, there may be a small 
risk of reputational damage or negative workplace relations if statements are made that are 
inconsistent with the positions, pledges or commitments of participants’ employers. 
How will your privacy be protected? 
As stated above, the responses of the participants will be de-identified and treated with 
strict confidentiality to protect their privacy. The material collected will be stored in a 
password-protected, secure online account, and hard copies of documents will be kept in a 
locked cabinet in the researcher’s office. Access to these materials will be restricted to the 
researchers involved in the project (the names are listed on page 1). Authorized persons from 
Deakin University or the University of Oxford will have the legal right to review the research 
records but will protect the confidentiality of those who agreed to be recorded to the extent 
permitted by law. The interviews will be audio-taped and that data, along with the other data 
collected, will be kept for a maximum of six years after the results are published.
Plain Language Statement and Consent Form to Study Participants HEAG-H 09_12 and 
MSD/IDREC/C1/2012/28 FINAL [April 22, 2012]
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How will the information collected be used? 
The data collected will be analysed and the results will be used in a report that will be shared 
with policymakers, government officials, and other decision makers and interested stakeholders 
involved with the Public Health Responsibility Deal Food Network partnerships. 
How will the project be monitored? 
Your participation will be recorded and the data quality will be regularly checked by the research 
team supervisors. 
What happens if I choose to withdraw from the study? 
Your participation in this research project is entirely voluntary. You may decide to end your 
participation in the study at any time during the course of the demographic questionnaire, 
statement sort, or interview. If you decide to withdraw, or if you have any questions about the 
study, please contact the researcher or the manager at the Office of Research Integrity listed 
below. Your decision to withdraw or not to participate will not affect your relationship with The 
Food Network, Oxford University or Deakin University. 
How is this research funded? 
This study is funded by Deakin University’s Population Health Strategic Research Centre and 
Deakin University’s School of Health and Social Development.  
Ethical guidelines
This research project was approved by the Human Ethics Advisory Group (HEAG) at Deakin 
University in Australia and by the University of Oxford’s Medical Sciences Division in England.              
The study will be carried out according to the 2007 National Statement on Ethical Conduct in 
Human Research in Australia. The ethics ID number for this project is HEAG-H 09_12 (Deakin 
University, Australia) references number is MSD/IDREC/C1/2012/28 (University of Oxford, 
England, UK).
Plain Language Statement and Consent Form to Study Participants
HEAG-H 09_12 and MSD/IDREC/C1/2012/28 FINAL [April 22, 2012]
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Questions or complaints 
If you have any questions about your rights as a research participant, or any complaints about 
any aspect of this research project, including the way it is being conducted, you may contact: 
The Manager, Office of Research Integrity 
Deakin University, 221 Burwood Highway, Burwood Victoria 3125 Australia
Telephone: +61 9251-7129; Facsimile: +61 9244-6581; Email: research-ethics@deakin.edu.au
or
Central University Ethics Committee
Secretary of the Medical Sciences IDREC
University of Oxford Medical Sciences Division
Level 3, John Radcliffe Hospital, Oxford, OX3 9DU United Kingdom
Telephone: +44 (0)1865 228974; Facsimile: +44 (0)1865 750750; Email: 
ethics@medsci.ox.ac.uk
Please quote project number HEAG-H 09_12 (Deakin University, Australia) and/or 
MSD/IDREC/C1/2012/28 (University of Oxford): An Accountability Evaluation of the Public 
Health Responsibility Deal Food Network Partnerships in England.
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PLAIN LANGUAGE STATEMENT AND CONSENT FORM
TO: Public Health Responsibility Deal Food Network Partnership Study Participants
Individual Consent Form 
Date: April 22, 2012
Full Project Title: An Evaluation of Accountability for Promoting Healthy Food and Eating 
Environments in England through the Public Health Responsibility Deal Food Network 
Partnerships 
Reference Numbers: HEAG-H 09_12 (Deakin) and MSD/IDREC/C1/2012/28 (Oxford)
I have read and I understand the attached Plain Language Statement. I freely agree to participate 
in this project according to the conditions in the Plain Language Statement.  I have been given a 
copy of the Plain Language Statement and Consent Form. 
I agree that:
1. The researcher will not reveal my identity and personal details, including in any 
publications or public presentations.  
2. My interview will be digitally audio-taped and transcribed by the researcher.  I am 
free to decline having the interview digitally recorded.  My interview will be coded in 
such a way that it will not have personally identifying information on them. 
Recordings will only be heard by the researcher for research purposes.   
3. My institution/organisation will not be named in research publications or other 
publicity without prior agreement.
4. I will not be given the opportunity to check the factual accuracy of the research 
findings related to my participation and interview. However, I may be asked by the 
lead researcher to provide feedback on a draft of the results prior to the release of the 
final report. 
5. I will receive a copy of the research findings or publications.
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Participant’s Name (printed) …………………………………………………………………… 
Signature …………….…………………………………………… Date ……………………
Please sign and email a pdf version of this form to  vivica.kraak@deakin.edu.au or send it 
via regular mail to:
Vivica I. Kraak, MS, RD
Department of Public Health, University of Oxford
Rosemary Rue Building, Old Road Campus
Headington, Oxford OX3 7LF 
United Kingdom
If you have any questions (including if you wish to schedule an appointment), please contact             
Ms. Kraak at 01865617788 (work phone) or 07780774997 (mobile).
Plain Language Statement and Consent Form to Study Participants
HEAG-H 09_12 and MSD/IDREC/C1/2012/28 FINAL [April 22, 2012]
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PLAIN LANGUAGE STATEMENT AND CONSENT FORM
TO: Participants and/or organizations 
Revocation of Consent Form 
To be used for participants who wish to withdraw from the project. 
Date: April 22, 2012
Full Project Title: An Evaluation of Accountability for Promoting Healthy Food and Eating 
Environments in England through the Public Health Responsibility Deal Food Network 
Partnerships 
Reference Numbers: HEAG-H 09_12 (Deakin) and MSD/IDREC/C1/2012/28 (Oxford)
I hereby wish to withdraw my consent to participate in the above research project and understand 
that such withdrawal will not jeopardise my relationship either with Deakin University, the 
University of Oxford, or the Public Health Responsibility Deal Food Network in England. 
Participant’s Name (printed) ……………………………………………………………………. 
Signature …………….………………………………………………. Date …………………… 
Please sign and email a pdf version of this form to  vivica.kraak@deakin.edu.au or send it 
via regular mail to:
Vivica I. Kraak, MS, RD
Department of Public Health, University of Oxford
Rosemary Rue Building, Old Road Campus
Headington, Oxford OX3 7LF 
United Kingdom
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If you have any questions, please contact Ms. Kraak at 01865617788 (work phone) or 
07780774997 (mobile).
Plain Language Statement and Consent Form to Study Participants
HEAG-H 09_12 and MSD/IDREC/C1/2012/28 FINAL [April 22, 2012]
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Appendix B: Recruitment flier
July 1, 2012
Invitation to participate in a study about accountability for promoting healthy food and eating 
environments in England through the Public Health Responsibility Deal Food Network 
I would like to invite you to participate in a study about Accountability for Promoting Healthy 
Food and Eating Environments in England through the Public Health Responsibility Deal Food 
Network. The research will be conducted by Vivica Kraak and Professor Boyd Swinburn from 
the World Health Organisation Collaborating Centre for Obesity Prevention at Deakin University 
in Victoria, Australia in collaboration with the Department of Public Health at the University of 
Oxford in England.
Why is this research being done? 
This study will explore the perspectives of diverse stakeholders concerning processes and 
mechanisms for promoting healthy food and eating environments in England through the Public 
Health Responsibility Deal Food Network.  The research findings will be used to inform 
policymakers and decision-makers about whether and how a voluntary partnership approach can 
be used to improve the food environment to reduce lifestyle-related chronic diseases among the 
population in England. The results may be applicable to other countries that are considering 
adopting a public-private partnership approach to address pressing public health challenges. 
Who can participate in the research? 
We are seeking people, who are familiar with the Public Health Responsibility Deal Food 
Network partnerships’ pledges, commitments and activities. In particular, representatives of 
organizations, groups or firms who are active participants; those who are undecided or have 
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declined to participate in the Food Network; and people who have been interested in and 
independently monitoring the progress of the Public Health Responsibility Deal Food Network 
activities.
What are you asked to do? 
Your participation in this study is completely voluntary and a complete plain language statement 
is attached about the study. If you agree to participate, you will be asked to sign the informed 
consent form (also attached) and complete a brief demographic questionnaire. You will also be 
asked to sort 48 statements according to “most agree” and “least agree.” Afterwards, you will be 
asked several questions in a face-to-face interview about how different interest groups can be 
held accountable through the Public Health Responsibility Deal Food Network. The entire 
process will take no more than two hours to complete. 
To participate in the study
Please indicate your willingness to participate in this study by sending a return email to Vivica 
Kraak at vivica.kraak@deakin.edu.au or vivica.kraak@gmail.com.  If you agree, I will reply to 
schedule a meeting with you at a mutually agreed upon date, time and location.  Thank you for 
considering this request.
Vivica I. Kraak, MS, RD
Research Fellow and PhD Candidate
World Health Organisation Collaborating Centre
School of Health and Social Development 
Deakin University
221 Burwood Highway
Burwood, Victoria 3125 Australia 
Email: vivica.kraak@deakin.edu.au or vivica.kraak@gmail.com
skype: vivica.kraak
Address until July 26, 2012:
Vivica I. Kraak, MS, RD
Research Associate and PhD candidate
British Heart Foundation Health Promotion Research Group
Department of Public Health
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Rosemary Rue Building 212
University of Oxford 
Old Campus Road, Headington, Oxford, OX3 7LF UK
mobile: 07780774997
Email: vivica.kraak@dph.ox.ac.uk
 
448
 
Appendix C: Demographic questionnaire
Study on Accountability for Promoting Healthy Food and Eating 
Environments in England through the Public Health Responsibility Deal Food 
Network Partnerships 
April 22, 2012
Participant ID# ____________________________                   Date _________________
Dear Participant,
This form will take about five  minutes to complete. Your answers are very important to help us 
understand the overall profile of participants who agree to be enrolled in the study concerning 
accountability processes and mechanisms to create healthy food and eating environments 
through the Public Health Responsibility Deal Food Network partnerships in England.  
The information you share will be de-identified, treated with strict confidentiality and it will not 
be used for any other reason than this study. Please mark an X in the most appropriate box 
below or write in an answer where appropriate for each question. You do not need to provide 
answers to any questions that make you feel uncomfortable. Your completed questionnaire can 
be given to the researcher before your interview or mailed to the address below. 
Vivica Kraak, MS, RD
Research Associate and PhD Candiate
Department of Public Health, University of Oxford
Rosemary Rue Building, Old Road Campus
Headington, Oxford OX3 7LF  UK
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After completing this form, Ms. Kraak will ask you to complete a statement sort followed by a 
face-to-face interview concerning your views and opinions about the Public Health 
Responsibility Deal Food Network partnerships.  If you have questions, please contact Ms. 
Kraak at 01865617788 (work phone) or 07780774997 (mobile).   Thank you.
1. What is your affiliation with the Public Health Responsibility Deal Food 
Network?
Current member Former member   Never a member
Other ______________________________________
2. Which category best describes the type of professional job you do?
Government official, legislator or policymaker
State or local government  National government  
Industry or private-sector representative
Food or beverage industry  Restaurant or catering sector  Food retailer   
Industry trade group or business-interest non-governmental organization  
Corporate foundation     Private foundation 
Other _______________________________________
Public-interest non-governmental organization                 
Professional society or academic
Media         
Consumer                          
Other __________________________________________
3. What is your age range?
18-24 years 25-34 years 35-44 years 45-54 years 55-
64 years
> 65+ years
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4. What is your sex?
Female     Male     
5. What is your ethnicity?
White or White British  
White Irish  White Other ________________
Black or Black British 
Black Caribbean     Black African Black Other 
_______________
Asian or Asian British 
Indian or Indian British Pakistani or Pakistani British   
Chinese or Chinese British Bangladeshi or Bangladeshi British
Asian Other ________________
Middle Eastern Arab
Mixed ethnicity (i.e., White and Black Caribbean, White and Asian)  
Other ________________________________________________
I prefer not to share this information
6. What is the highest level of qualification or education you have 
completed?
High school or vocational school   < 2 years of college or 
university   
Bachelor’s degree  Master’s degree  Doctoral degree 
Medical degree  Professional degree
Other _________________________________
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7. What is your estimated annual income in British pounds? 
< £5,000/year                     £5,000 – £15,000/year    
£16,000 – £25,000/year £26,000 – £40,000/year    
£41,000 – £50,000/year     £51,000 – £60,000/year     
£61,000 – £70,000/year     > £75,000/year 
Other ________________________________        
I prefer not to share this information
8. What is the political party that you most identify with?
Labour     Conservative     Liberal Democrat   Greens
Other ________________________________
I prefer not to share this information
Thank you for completing this questionnaire.  
Please give it to the researcher before your interview. 
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Appendix D: Statement sorting instructions
Accountability for Promoting Healthy Food and Eating Environments in England through 
the Public Health Responsibility Deal Food Network Partnerships 
April 22, 2012
1. Please read each of the 48 statements carefully in the card deck you are given.
2. First, sort each statement into one of three piles: (a) least agree, (b) most agree, or (c) no
opinion.
3. From each of the three piles, place one statement into a designated box in the score sheet and 
sort them according to: 
x The statements that you most agree with (+1 to +4) 
x The statements that you have no opinion about (0)
x The statements that you least agree with (-1 to -4). 
4. Keep working until you have put a statement in every box. Do not worry about ranking the 
statements in the vertical columns of the score sheet or the numbers because these are 
randomly assigned to the statements.
5. Rearrange the statements until you feel comfortable with how you have sorted them and then
write each statement’s number in the boxes on the score sheet.
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6. Please ask the researcher any questions you may have along the way if the instructions are 
not clear.
7. After you have completed the statement sort, the researcher will ask you a few questions 
about the sorting process, as well as some follow-up questions about accountability for 
healthy food and eating environments.
Thank you for participating in this study! 
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Appendix E: List of Q methodology study statements
1. Obesity is a matter of individual responsibility and personal choice of lifestyles.
2. Voluntary industry agreements allow companies to go beyond their core pledges to create 
a competitive environment to drive product and marketing innovation.
3. The food and beverage industry has an ethical responsibility to help people live healthy 
lives.
4. Obesity is a very complex issue and industry has a responsibility to be part of the solution 
to address it. 
5. The threat of litigation can be a powerful force to change food and beverage industry 
marketing practices. 
6. Industry pledges and commitments developed under the Public Health Responsibility Deal 
Networks in England will complement rather than replace government actions. 
7. Food and beverage companies are doing enough to help people lead active, healthy lives 
by supporting consumer education and using labelling to highlight healthy products in 
grocery stores. 
8. While everyone is responsible for addressing childhood obesity, there is no mechanism to 
hold all stakeholders accountable for monitoring and enforcing actions to improve 
consumer health. 
9. Government has sold out the interests of the nation to the interests of Big Business.
10. The food and beverage industry is a trillion dollar business and there’s nothing we can do 
about changing their marketing practices to reduce obesity rates.
11. If efforts to "nudge" people fail,  the government must use legislation  to promote healthier 
food and eating environments.
12. Government should retain control of partnerships while encouraging private-sector 
commitments and contributions to effectively manage conflicts of interest.
13. The industry commitments in the Public Health Responsibility Deal Food Network 
partnerships are weak, voluntary and ignored by too many companies.
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14. Global food, beverage and restaurant companies can be a force for good because the 
products they make and promote can help address hunger and lead people toward healthier 
lifestyles.
15. The reason our children are the fattest generation is because they consume more sugary 
beverages and fat-laden processed foods than any previous generation.
16. Food, beverage and restaurant companies are legitimate businesses that are a vital part of 
communities by providing jobs that employ people and delivering enjoyable eating 
experiences to their customers.
17. Corporate philanthropy is used to build credibility and improve a company's image 
through high-profile sponsorships that do not promote healthy products.
18. Protecting children’s right to health should be a shared responsibility among every sector 
of society, including parents, government, civil society and the food industry.
19. Even though the food and beverage companies are in the “calories in” business, they 
emphasize “balance” and “calories out” by highlighting physical activity when they 
should be substantially reformulating products to make them healthy for consumers. 
20. Consumers want to make their own food choices rather than have the government tell 
them what they should and should not eat.
21. Food, beverage and restaurant companies have responsible brands that the public can trust.  
22. There is cast-iron evidence that industry’s marketing practices influence children's 
preferences for and consumption of unhealthy products they nag their parents to buy that 
contributes to obesity. 
23. The healthy choice is not the easy choice in our current eating environment. 
24. Industry and government must work together to develop meaningful criteria for self-
regulation and to create a long-term strategy that addresses both business and public health 
goals.
25. Public-private partnerships involving government, public-interest groups and the food or 
beverage industry are pointless because the conflicts of interest are too great and distort 
evidence-based health messages.
26. Food companies will always support policies and actions that increase their return on 
investment and shareholders’ profits. 
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27. The food industry can be held accountable for their actions only when we know who they 
have to answer to, how well they accomplish a goal, and what reward or punishment they 
receive for achieving clear goals.
28. Relying primarily on nudging overlooks the government’s responsibility to change the 
current unhealthy food environment.
29. Food companies’ investment decisions are made by building a business case today that 
will lead to an economic benefit and a competitive edge tomorrow. 
30. There are no good foods or bad foods—only bad diets.
31. Food and beverage companies with financial conflicts of interest cannot be trusted and 
should not set the agenda for the Public Health Responsibility Deal Food Network.
32. Government should work closely with the food and beverage industry and food retailers to 
identify how quickly companies can reformulate new products, whether consumers will 
buy these products, and how these changes will affect companies’ bottom-line profits. 
33. The Public Health Responsibility Deal Food Network partnerships offer practical actions 
that can produce inexpensive changes more quickly without government legislation or 
regulation. 
34. There is no evidence at all to link food advertising to obesity in children…nowhere in the 
world.
35. Developing and applying a consistent set of evidence-based nutrition standards is the 
weakest part of the food industries’ self-regulatory programs. 
36. Marketing unhealthy foods and beverages to children is unethical and the government is 
responsible for stopping it.
37. We are lucky to have a free market system that provides an abundance of healthy choices 
for consumers. 
38. Public-private partnerships with the food and beverage industry can facilitate effective and 
sustainable solutions but there must be clear guidelines for when these partnerships are 
appropriate, effective and to be encouraged. 
39. Parents are responsible for ordering healthy side dishes for their kids at restaurants and 
saying “no to fries” or "eat your veggies tonight at home.”
40. Government will not solve the obesity crisis through regulation or legal interventions. 
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41. If adults were more properly educated it might be easier for them to just say "no" to 
unhealthy foods for their children. 
42. The Public Health Responsibility Deal Food Network partnerships with business are a 
public relations smokescreen for industry interests that undermine extensive scientific 
evidence about the most cost-effective interventions to promote public health. 
43. Public education programs that teach children and parents about “energy balance” 
(calories in versus calories out) are essential to support healthy dietary choices and 
improve their eating habits.
44. Reformulating products to make them healthier and using environmentally sustainable 
practices are part of a coherent strategy used by food, beverage and restaurant companies 
to be more transparent with the public while meeting consumer demands.
45. A government tax on high-fat food products or sugar-sweetened beverages is regressive 
and will lead to job losses.
46. Government and non-governmental organizations have an important role to monitor and 
verify the information that companies distribute through corporate social responsibility 
programs.
47. Building trust between partners is hard work but worth the effort to build credibility for 
partnerships that promote healthy eating. 
48. The food and beverage industry can move faster and more efficiently than government to 
implement a front-of-package labelling system to help consumers make informed choices 
about healthy products to buy and consume.
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Appendix G: Detailed methods and results for the Q study
Steps 1 through 4 of a Q study are described in Chapter 3. A detailed account of Steps 5 and 6 
are described in this section.
Step 5: Analyze the evidence
A Q analysis strategy is briefly described in this section and a more detailed description of the 
DOS-based PQMethod 2.33 statistical software program that runs on Windows 7.0 and the 
PQMethod manual are available.1 VIK downloaded the PQMethod software onto her laptop 
computer and entered the 48 statements (Q sample) and 31 Q sorts (P set) into the program.  
The next phase involved extracting the factors from the pattern of statements.  VIK initially 
extracted seven centroid factors, as recommended by Brown (1980)2 and Watts and Stenner 
(2012)3 rather than to use a principal component analysis factor extraction method that is the 
default option in many commercial statistical packages such as SPSS.  The factor extraction was 
based on 31 Q sorts.  
Eigenvalues are a measure of the relative contribution of a factor to the explanation of the total 
variance in the correlation matrix.  Factors with an eigenvalue greater than one explain more 
variance than a single variable. Therefore, the maximum number of factors based on the 
unrotated factor matrix yielded five factors with eigenvalues greater than 1.0.  
x Factor 1 (eigenvalue=10.96 explained 35 percent of the variance)
x Factor 2 (eigenvalue=7.28 explained 23 percent of the variance)
462
 
x Factor 3 (eigenvalue=1.60 explained 5 percent of the variance)
x Factor 4 (eigenvalue=1.35 explained 4 percent of the variance)
x Factor 5 (eigenvalue=1.08 explained 3 percent of the variance).
No participants loaded on factor 5.  Thus, a varimax rotation was performed on four of the seven 
extracted factors to identify participants’ most and least dominant viewpoints.
As recommended by Watts and Stenner,3 VIK calculated a significant factor loading at the p <
OHYHOEDVHGRQWKHHTXDWLRQ[¥ [  7KXVDYDOXHRI
0.38 or higher was determined to be statistically significant for a participant loading on a single 
factor.  A Q sort was confounded if an individual loaded significantly on more than one factor, 
and a Q sort was non-significant if a participant did not load significantly on any of the factors.  
VIK selected to automatically flag the factors in the PCQMethod 2.33 statistical software 
program, and printed out the PQMethod data for the 4-, 3- and 2-factor solutions to further 
examine and compare which factor solution best represented the data for the 31 participants.  
Each factor solution print out was about 30 page in length and contained abundant information
for interpretation.  First, there is a correlation matrix between Q sorts (Table G.1), an unrotated 
factor matrix, and a factor matrix with flagging indicated by an X (signifying a value of 0.38 or 
higher), showing a defining sort for each of the 4-, 3- and 2-factor solutions.  
Participant #3 was the only person who loaded significantly on the 4-factor solution (0.7493), 
which explained 68 percent of the variance across the 4 factors (Table G.2).  Participant #18 was 
the only individual who loaded significantly on the 3-factor solution (0.7642), which explained 
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64 percent of the variance across the 3 factors.  The remaining participants loaded on either 
factor 1 (n=17) or factor 2 (n=12) (Table G.3).
All but one of the 31 participants who completed Q sorts loaded on the 2-factor solution, with 18 
participants who loaded on factor 1 (ranging in significant values from 0.5238 to 0.8135) and 13 
participants who loaded on factor 2 (ranging in significant values from 0.65226 to 0.8432) (Table 
G.4).  For the 2-factor solution, participant #3 loaded significantly on factor 1 but participant #18 
did not load significantly on either factor 1 or 2 because both values were below 0.38 
(determined to be non-significant), which would have involved removing this participant.  
In certain circumstances, a Q study may treat one individual’s viewpoint as a defining factor.2
Participant #18 had a statistically significant loading on factor 3 (0.7642) combined with VIK’s 
insights about this individual’s unique perspective explored in a semi-structured interview 
following the Q sort.  Therefore, VIK selected a 3-factor solution to interpret for this Q study.
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During the analysis phase, the configuration of statements in a Q sort is of greatest interest rather 
than an analysis of each statement. In a Q sort configuration, every statement contributes to a 
“distinct viewpoint.” Statements with the same score in different factor arrays could have 
different meanings, and is it recommended that post Q-sort interviews are conducted to 
illuminate and understand the intended meanings of the viewpoints.
Step 6: Interpret the evidence
Distinguishing statements are those that are most important to interpret the meaning of each 
factor array. These comprise the statements at the "most agree" and "most disagree" extremes of 
the normal distribution.2,3 If participants agree on a large proportion of the same Q-sample 
statements, they will load significantly on the same factor. The distinguishing statements were 
used to compare differences between participants across different factors rather than within the 
same factor. A statement is “distinguishing” for those who agree with the statements within a 
specific factor and disagree with the statements across the other factors.  
The data output for the 3-factor solution shows the Z scores and factor arrays.  Table G.5
summarizes the factor arrays for the 48 statements reflecting differences among factors 1, 2 and 
3. Table G.6 summarizes the factor Q-sort value (QSV) and Z scores for the distinguishing 
statements that are significant for factor 1. Table G.7 summarizes the factor QSV and Z scores 
for the distinguishing statements that are significant for factor 2.  Table G.8 summarizes the 
factor QSV and Z scores for the distinguishing statements that are significant for factor 3.  
Table G.9 lists five consensus statements for all three factors.
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